JEFFERSON COUNTY
COMMISSION

UNPAID LEAVE POLICY

ADMINISTRATIVE ORDER
07-2

AMENDED DECEMBER 14, 2010



ADMINISTRATIVE ORDER
OF THE
JEFFERSON COUNTY COMMISSION
07-2
Amended December 14, 2010

Pursuant to the authority vested in the Jefferson County Commission by law, the
following Administrative Order is hereby issued:

PURPOSE

To establish a policy for compliance with the Family and Medical Leave Act
(“FMLA"), of 1993, as amended, 29 C.F.R. Part 825, the Uniform Services
Employment and Reemployment Rights Act ("USERRA"), §§ 31-2-13 and 31-
12-6, Alabama Code (1975), the Jefferson County Commission’s January 27,
2004 Resolution (Minute Book 143, Pages 556-557) establishing the War on
Terrorism Supplemental Military Benefit, the Personnel Board of Jefferson
County Enabling Act, Alabama Act 248 (1945), as amended, and the Rules
and Regulations of the Personnel Board of Jefferson County which relate to
unpaid leaves of absence for employees of Jefferson County, and to
establish procedures for the following:

1. The receipt, review, approval, disapproval and retention
of all requests for unpaid leaves of absence by the
Director of the Human Resources Department;

2. The continuation of employment benefits for employees
on an approved unpaid leave of absence;

3. The return to duty of employees on an approved unpaid
leave of absence; and

4. The substitution of workers’ compensation leave and
other forms of paid leave for FMLA Leave to the fullest
extent that the FMLA allows such substitution.

l POLICY

It shall be the policy of the Jefferson County Commission to comply with all federal

and state laws and the Rules of the Personnel Board of Jefferson County which relate to



the unpaid leaves of absence of Employees of Jefferson County. The Jefferson County
Commission hereby delegates its authority to approve unpaid leaves of absence to the
Director of the Human Resources Department as permitted by § 19, Alabama Act 248
(1945), as amended. It shall also be the policy of the Jefferson CountyCommission that all

forms of paid leave be substituted for FMLA Leave 10 the fullest extent that the FMLA

allows such substitution.

i IMPLEMENTATION DATE

This Administrative Order is effective on the date specified by Paragraph Xiil, below,
and it shall apply to all new requests for unpaid leaves of absence and all requests for
unpaid leaves of absence that are pending on such effective date and all requests for
extension or maodification of previously approved unpaid leaves of absence submitted or
pending on or after such effective date.

l. DEFINITIONS

For purposes of this Administrative Order, the following terms, whether in the
singular form or the plural form,. shall have the following meanings when used herein:

A. Administrative Leave Without Pay. “Administrative Leave Without Pay”

means leave without pay authorized by Personnel Board Rule 13.20.
B. AWOL. “AWOL" means that an Employee is absent from work without

eligibility for paid leave and without approved Unpaid Leave.

C. Career Development Leave. “Career Development Leave” means leave

without pay authorized by Personnel Board Rule 13.1 8(a)(2) to engage in a course of study

which will contribute materially to the Employee’s value to Jefferson County.



D. Child. “Child” means, for FMLA purposes, any person who is under 18 years
old, or any person 18 years old or older who is incapable of self-care because of a mental
or physical disability, whose relationship to an Employee is that of a biological child, an
adopted child, a stepchild, a legal ward, or a child placed for foster care or as to whom an

Employee stands in loco parentis.

E. Classified Employee. “Classified Employee” means a person appointed for

employment in the classified service.

F. Covered Active Duty. Inthe case of a member of a regular component of

the Armed Forces, duty during the deployment of the member with the Armed Forces to a
foreign country and in the case of a member of a reserve component of the Armed Forces,
duty during the deployment of the member with the Armed Forces to a foreign country
under a call or order to active duty.

G. Director. “Director” means the Director of the Human Resources
Department of Jefferson County.

H. Employee. “Employee” means all Employees of Jefferson County, whether
classified or unclassified. The definition of “Employee” does not include any Elected
Official or any person appointed to fill a vacant elected position.

L. Extended Medical/Disability Leave. «“Extended Medical/Disability Leave”

means leave without pay authorized by Personnel Board Rule 13.18(a)(1) foran Employee

who has exhausted all other available forms of leave and is unable to perform the

functions of his or her job.



J. FMLA. “FMLA" means the Family and Medical Leave Act of 1993, as

amended, 29 U.S.C. §8 2601-2654, and applicable regulations issued thereunder.

K. EMLA Leave. “FMLA Leave” means leave without pay available to an

Employee pursuant to the FMLA.

L. Eoster Care. “Foster Care” means 24-hour care for children in substitution
for, and away from, their parents or guardian, with the placement for such 24-hour care
having been made by or with the agreement of the State as a result of a voluntary
agreement between the parent or guardian that the child be removed from the home, or
pursuant to a judicial determination of the necessity for foster care, and involves an
agreement between the State and foster family that the foster family will take care of the
child. Although foster care may be with relatives of the child, State action is involved inthe

removal of the child from parental custody.

M. Granted Leave Without Pay. «Granted Leave Without Pay” means leave

without pay available to a Probationary Employee, up to 48 hours, with approval by the
Employee’s department head, subject to the final approval of the Director of Human
Resources. “Granted Leave Without Pay” also means leave without pay available to a
Permanent Employee without sufficient Vacation Time who misses work due to inclement
weather pursuant to the Jefferson County Inclement Weather Policy as described in the

February 29, 1996 Resolution.

N. Group Health Plan. “Group Health Plan” means, for FMLA Leave purposes,

a plan as defined by the Internal Revenue Code of 1986 at 26 U.S.C. § 5000(b)(1), which

for the purposes of this Administrative Orderis a Jefferson County Employee benefit plan



(including a self-insured plan) that provides health care (directly or otherwise) to
Employees, former Employees, and/or the families of Employees or former Employees.

0. Health Care Provider. "Health Care Provider’ means, for FMLA purposes, a

doctor of medicine or osteopathy who is authorized to practice medicine or surgery (as

appropriate) by the State in which he or she practices or any other person whois a Health

Care Provider under the FMLA.

P. Hour. “Hour” means an hour worked by an Employee within the meaning of
the Fair Labor Standards Act, and, in the case of a Salaried Employee, hours worked

without regard to the Fair Labor Standards Act.

Q. intermittent_Leave. “Intermittent Leave” means FMLA Leave taken in

separate periods of time due to a single iliness or injury, rather than for one continuous

period.

R. Key Employee. “Key Employee” means a Salaried Employee who is among

the highest paid 10 percent of all Employees within 75 miles of the Salaried Employee's
worksite, and no more than 10 percent of the Employees within 75 miles of the worksite
may be Key Employees. To determine which Salaried Employees are Key Employees,
year-to-date Employee earnings are divided by weeks worked (including weeks in which
paid leave was taken), with earnings to include wages and premium pay. The
determination of whether a Salaried Employee is a Key Employee shall be made at the
time the Salaried Employee gives notice of the need for leave.

S. Military Leave. “Military Leave” means leave with or without pay available to

an Employee pursuant to Personnel Board Rules 13.13 and 13.14.



T. Paid Injury Leave. “Paid Injury Leave” means leave with pay available to an

Employee pursuant to Personnel Board Rule 13.12.

u. Parent. “Parent” means, for FMLA purposes, a person who is or was the
biological parent, adoptive parent, stepparent, or foster parent of an Employee (or an
individual who stood in the place of a parent to an Employee) when the Employee is/was a
child under 18 years old or is/lwas 18 years old or older and incapable of self-care because
of a mental or physical disability. Pursuant to the FMLA, this term does not include parents

“in law.”

V. Personnel Board Rule. “Dersonnel Board Rule” meansa Personnel Board

of Jefferson County rule or regulation promulgated under Act 248 of the Alabama
Legislature of 1945, as amended. The terms and provisions of this Administrative Order
shall be applied and administered consistent with the Personnel Board Rules, and this
Administrative Order shall not limit the application of the Personnel Board Rules.

W. Personal Leave. “Personal Leave” means leave without pay available to a

Regular Employee pursuant to Personnel Board Rule 13.18(a)(3).

X. Reduced Schedule Leave. “Reduced Schedule Leave” means FMLA Leave

that reduces an Employee's usual number of Hours per work day or Hours per work week.

Y. Reqular Employee. “Regular Employee” means a full time Classified

Employee who has completed twelve (12) months of uninterrupted full time service
following an initial appointment in the classified service.

Z. Salaried Employee. “Salaried Employee’ means an Employee who is paid

“on a salary basis” as defined in Section 541 of Title 29 of the Code of Federal



Regulations, which is the United States Department of Labor regulation defining who may
qualify as exempt from the minimum wage and overtime requirements of the Fair Labor

Standards Act, such as executive, administrative, computer, and professional Employees.

AA. Serious Health Condition. “Serious Health Condition” means, for FMLA

purposes, an illness, injury, impairment, or physical or mental condition that involves either
inpatient care (i.e., an overnight stay) in a hospital, hospice, or residential medical-care
facility, including any period of incapacity (i.e., inability to work, attend school, or perform
other regular daily activities) or subsequent treatment in connection with such inpatient

care: or continuing treatment by a health care provider, which includes:

1. A period of incapacity lasting more than three consecutive, full calendar
days, and any subsequent treatment or period of incapacity relating to the same

condition that also includes:

a) treatment two or more times by or under the supervision of a health

care provider (i.e., in-person visits, the first within 7 days and both

within 30 days of the first day of incapacity); or

b) one treatment by a health care provider (i.e., anin-person visit within
7 days of the first day of incapacity) with a continuing regimen of

treatment (e.g., prescription medication, physical therapy); or

2. Any period of incapacity related to pregnancy or for prenatal care; or



3. Any period of incapacity or treatment for a chronic serious health condition
which continues over an extended period of time, requires periodic visits (atleast

twice a year) to a health care provider, and may involve occasional episodes of

incapacity; or

4. A period of incapacity that is permanent or long-term due to a condition for

which treatment may not be effective; or

5. Any absences to receive multiple treatments for restorative surgery or for a
condition that would likely result in a period of incapacity of more than three

consecutive, full calendar days if not treated.

AB. Sick Leave. “Sick Leave” means leave with pay available to an Employee

pursuant to Personnel Board Rule 13.10.

AC. Spouse. “Spouse” means the statutory or common law husband or wife of

an Employee.

AD. Unclassified Employee. “Unciassified Employee” means a person who

performs duties for which there is no defined Class in the Classified Service and as such, is

exempt from the Service under §2 of the Enabling Act.

AE. Unpaid Leave. “Unpaid Leave” means and includes Administrative Leave

Without Pay, Career Development Leave, Extended Medical/Disability Leave, FMLA
Leave, Granted Leave Without Pay (GLWOP), Military Leave, or Personal Leave, provided,

however, that Military Leave shall be paid leave to the extent required under Paragraph X,

herein.



AF. Vacation Leave. “Vacation Leave” means leave with pay available to an

Employee pursuant to Personnel Board Rule 13.9.

AG. Vacation Leave Bank Leave. “Vacation Leave Bank Leave” means paid

Vacation Leave awarded to an Employee pursuant to the Vacation Leave Bank Plan
established by Jefferson County Administrative Order 99-1, as amended.

iV. ADMINISTRATION

A. Approval of Unpaid Leave by Director. All Unpaid Leave applications shall

be submitted to and approved by the Director.

B. Administration. The Director is hereby authorized to take such actions as

are necessary to implement and administer this Administrative Order, and such actions
shall include, but not be limited to, establishing necessary administrative rules and
procedures, providing materials to Employees, requiring the use of written application
forms and materials by Employees, and coordinating Unpaid Leave with Jefferson County
Department Heads and the Payroll Department and the General Retirement System for
Employees of Jefferson County. All such actions taken by the Director shall be consistent
with the terms, provisions and requirements of this Ad ministrative Order and in compliance
with all applicable laws and regulations, including the FMLA and Personnel Board Rules.

C. Administrative Order Not a Contract of Employment. This Administrative

Order is not intended to and does not create a contract of employment with any Employee

and/or any vested right(s) for any Employee.

V. FAMILY AND MEDICAL LEAVE

FMLA Leave shall be governed by the following terms and provisions:



A. Eligibility for FMLA Leave. An Employee may become eligible to take up to

12 weeks of FMLA Leave during any 12-month period, with the 12-month period to be
measured backward from the date the Employee uses any FMLA Leave (a “rolling 12-
month period”). For an Employee to be eligible to take FMLA Leave, the Director must
determine that the Employee has satisfied each of the following five (5) requirements:

1. Covered Worksite. The Employee works at a location where at least

50 Employees are employed by Jefferson County within 75 miles.

2. Twelve Nionths of Employment. The Employee must have been

employed by Jefferson County for at least 12 months in total.

3. 1.250 Work Hours. The Employee must have worked at least 1,250

hours during the 12-month period immediately preceding the commencement date of any

FMLA Leave.

4, Basic Qualifving Circumstances. The Employee requests =MLA

Leave due 1o one nr more of the following circumstances: (i) the birth of a Child and to care
for the newborn Child; (i) the placement of a Child with an Employee for adoption or foster
care and to care for the newly placed Child; (iii) to care for the Employee’s Spouse, Child, or
Parent who has a Serious Health Condition; and (iv) when the Employee has a Serious
Health Condition that makes the Employee unable to perform the functions of the job. A
husband and wife who are both Employees and who are both eligible for FMLA Leave may
be limited to a combined total of 12 weeks of leave during any 12-month period if the leave is
taken for birth of the Employee's son or daughter or to care for the child after birth, for

placement of a son or daughter with the Employee for adoption or foster care or to care for
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the child after placement, or to care for the Employee's parent with a serious health

condition.

5. Military Family Leave Entitlements. Eligible Employees with a spouse,

son, daughter, or parent on covered active duty or call fo covered active duty status in the
Armed Forces in support of a contingency operation may use their 12-week leave entitlement
to address certain qualifying exigencies. Qualifying exigencies may include attending certain
military events, arranging for alternative childcare, addressing certain financial and legal
arrangements, attending certain counseling sessions, and attending post-deployment
reintegration briefings.

EMLA also includes a special leave entitlement that permits eligible Employees
to take up to 26 weeks of leave to care for a covered servicemember during a single 12-
month period. A covered servicememberis a current member of the Armed Forces, including
a member of the National Guard or Reserves, who is undergoing meadical treatment,
recuperation, or therapy; or is in outpatient status: or is on the temporary disability retired list,
for a serious injury or illness; or a veteran who is undergoing medical treatment,
recuperation, or therapy, for a serious injury or illness and who was a member of the Armed
Forces, including a member of the National Guard or Reserves, at any time during the period
of five years preceding the date on which the veteran undergoes that medical treatment,

recuperation, or therapy.

6. Accrued FMLA Leave. The Employee must not have previously

exhausted his or her FMLA Leave entitlement.

B. Intermittent Leave and Reduced Schedule Leave. With respect to the
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medical treatment of or recovery from a Serious Health Condition of an Employee, Spouse,
Child, Parent, or of a covered servicemember's serious injury or iliness, Intermittent Leave or
Reduced Schedule Leave may be approved if medically necessary. Intermittent Leave or
Reduced Scheduled Leave is not available for care for a newborn or newly placed Child. In
the case of Intermittent Leave or Reduced Schedule Leave, the Director shall limit FMLA
Leave increments to the shortest period of time that Jefferson County’s payroll system uses
to account for absences or use of leave, provided it is one Hour or less. To determine the
amount of the salary reduction for a Salaried Employee who takes Intermittent Leave or
Reduced Schedule Leave, (i) a pay rate per Hour will be determined by dividing year-to-date
earnings (including wages and premium pay) by year-to-date Hours and (ii) multiplying such
rate by the number of hours of Intermittent Leave or Reduced Schedule Leave taken.

Employees on Intermittent Leave are required to comply with Jefferson County’s
usual and customary call-in procedures for reporting absences. if you are unable to report to
work or will be arriving to work late for an FMLA-related reason, you should contact your
supervisor as quickly as possibie, but no less thari thirty {30) minutes beiore your regularly
scheduled start time. Department call-in procedures must be followed where the department
requires more advanced notice for reporting absences. Per the Federal Regulations, itis the
Employee’s responsibility to make every reasonable effort to arrange any planned medical
treatments so as not to unduly disrupt Jefferson County’s operation.

C. Application for Foreseeabie FMLA Leave. ltis preferred that an Employee

submit a written application for FMLA Leave to the Director. An Employee must provide at
least 30 days advance notice, prior to the date an FMLA Leave period is to begin, to the

Director of the need for FMLA Leave that is foreseeable (such as a need based on the
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expected birth of a Child, placement of a Child for adoption or foster care, or planned
medical treatment for a Serious Health Condition of the Employee, a Spouse, a Child or a
Parent). If an Employee fails to give 30 days advance notice for foreseeable FMLA Leave
with no reasonable excuse for the delay, the Director may delay the approval of FMLA Leave
until at least 30 days after the date the Employee provides notice to the Director ofthe need
for FMLA Leave. If 30 days notice is not practical, however, such as because of a lack of
knowledge of when the FMLA Leave will need to begin, a change of circumstances, or a
medical emergency, notice must be given to the Director as soon as practicable.

D. Application for Unforeseeablie FMLA Leave. When the approximate timing

of the need for FMLA Leave is not foreseeable, an Employee must give notice to the Director
as soon as practicable. It should be practicable for the Employee to provide notice of the
need for leave either the same day or the next business day that the need for FMLA Leave
becomes known to the Employee. Notice may be given by the Employee's spokesperson
(e.g., spouse, adult family member, or other responsible party) if the Employee is unable to
do so personally.

If the Employee is out for at least three consecutive, full calendar days for possible
reasons that might relate to sick leave, the Employee’s department will notify Human
Resources of the absence and Human Resources will send Family Medical Leave Act
(FMLA) paperwork to the Employee. In instances of Injury With Pay (IWP), the Occupational

Health Nurse will notify Human Resources. The Director will delay or deny FMLA Leave if the

Employee fails to comply with notice requirements.
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E. Decision on Application. When applying to the Director for FMLA Leave or

giving notice to the Director of the need for FMLA Leave, an Employee must provide
sufficient information for the Director to be able to determine whether the requested leave is
FMLA qualifying. Failure to provide such information may result in the denial of FMLA

protection.

1. Eligibility Determination. Upon receipt of an application (or

notification of a need) for FMLA Leave, the Director will initially determine whether the
Employee is eligible to take FMLA leave and so notify the Employee and Department Head
and Payroll Manager within five business days of the Employee’s request for leave or when
Jefferson County acquires sufficient knowledge of an FMLA qualifying event, absent exigent

circumstances.

2. FMLA Leave Determination and Designation. If the Employee is

eligibl= to take FMLA Leave, the Director may require the Employee to provide certification(s)
that will be considered by the Director in deciding whether the requested leave is FMLA
qualifying. If the Employee fails to timely provide the requested certification(s) and/or
sufficient information, the Director may delay approval or deny the request for FMLA Leave.
Upon timely receipt of the requisite information from the Employee, the Director shall
determine whether the requested leave is FMLA qualifying, designate whether the requested
leave is (or is not) FMLA qualifying, and give written notice of such determination and

designation to the Employee and his or her Department Head and the Payroll Manager

within five business days.
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3. Timing of Designation. An Ermployee and his or her Department

Head and the Payroil Manager shall, where possible, be informed by the Director, prior to the

commencement of any leave or before the conclusion of any leave, whether the leave will be

approved and designated as FMLA Leave.

4, Transfer to Alternative Position. The Director may require an

Employee who has requested foreseeable Intermittent Leave or Reduced Schedule Leave
due to planned medical treatment to transfer temporarily to a vacant alternative position
provided that (i) the Employee is qualified for such alternative position; (ii) the alternative
position has pay and benefits equivalent to those of the Employee’s regular position; and (iii)
the alternative position better accommodates recurring periods of FMLA Leave than the

Employee's regular position.

E. Leave Substitution and Concurrent Leave. The Director shall require the

Employee to substitute all paid Sick Leave and/or Vacation Leave for FMLA Leave to the
fullest extent that the FMLA allows such substitution. When an Employee has begun taking
Sick Leave and/or Vacation Leave and the Director thereafter leams that the Sick Leave
and/or Vacation Leave is being taken for an FMLA qualifying reason;, the Director shall count
such Sick Leave and/or Vacation Leave as FMLA Leave. The Director shall also require that
certain periods of workers’ compensation absence or Paid Injury Leave or Vacation Leave
Bank Leave run concurrently with FMLA Leave to the fullest extent permitted by the FMLA.

1. Order of Substitution and Counting. When paid Sick Leave and/or

paid Vacation Leave are substituted for FMLA Leave, paid Sick Leave shall first be

substituted. After all paid Sick Leave is exhausted, then all paid Vacation Leave shall be
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substituted. The substituted Sick Leave and/or Vacation Leave shall be counted agairist the

Employee’s FMLA Leave entitlement.

2. Workers’ Compensation, Paid Injury Leave and Vacation L_eave

Bank. When an Employee is on a workers’ compensation absence and/or is absenton Paid
Injury Leave or Vacation Leave Bank Leave due to a Serious Health Condition, the Director
shall designate the Employee’s FMLA Leave entitlement to run concurrently with the workers'
compensation absence and/or Paid Injury Leave and/or Vacation Leave Bank Leave, and
the period of the workers’ compensation absence and/or Paid Injury Leave and/or Vacation
Leave Bank Leave shall count against the Employee’s FMLA Leave entitiement to the fullest

extent permitted by the FMLA.

3. Designation Before or After a Paid L eave or Absence Begins. It is

the intent of this Administrative Order that paid Sick Leave, Vacation Leave, Paid Injury
Leave, Vacation Leave Bank Leave and periods of workers’ compensation absence run
concurrent with and count towards an Employee’s FMLA Leave entitlement as designated by
the Director and to the fullest extent permitted by the FMLA. If the Director has insufTicient
information to make such a designation before such paid leave commences, the Director (i)
may make the designation after the paid leave commences and (ii) will notify the Employee
and the Employee’s Department Head and Payroll Manager of any such designation.

F. Required Certification. When FMLA Leave is requested to care for a

Spouse, Child or Parent who has a Serious Health Condition or due to the Employee’s own
Serious Health Condition, the Director may notify the Employee that a written medical

certification issued by a Health Care Provider must be provided to the Director and shall
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notify the Employee of the consequences of failing to provide the medical certification. When
an Employee is the legal guardian of an adult ward, the Director may require that the
Employee’s leave be supported by legal guardianship documentation. The Director may also
require that an Employee's leave because of a qualifying exigency or to care for a covered
servicemember with a serious injury or iliness be supported by a certification. All medical
information, including certifications, recertifications, or medical histories of Employees or
their family members, obtained in connection with FMLA leave, will be maintained by
Human Resources in confidential FMLA files. Said documents should be delivered to
Human Resources by the Employee, the Employee's Health Care Provider, or the
Employee’s designee. The Director also may require additional certification(s) after FMLA
Leave begins to the fullest extent allowed by the FMLA. If the Employee does not supply the
requested certification, leave taken by the Employee may not be FMLA qualifying. The
Director will advise an Employee whenever a certification is incomplete and/or insufficient
and provide the Employee a reasonable opportunity to cure any such deficiency. It is the
Employee’s responsibility to cure such deficiency within the seven (7) calendar day period
after the date the Employee is notllfied of the deficiency by the Director. Failure to provide
the appropriate documentation or cure the deficiency within 7 calendar days could resultin a
delay in the commencement of the leave (if not already takenj; or a withdrawal of any
preliminary designation of FMLA Leave, in which case the Employee’s leave may be

unauthorized, subjecting the Employee to discipline up to and including discharge for an

unapproved absence.
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1. Additional Medical Opinions. At the discretion of the Director, the

Employee may be required to obtain the opinion of a second Health Care Provider
deéignated by the Director. Jefferson County will pay for any such second opinion. In the
event of é conflict between the first and second medical opinions, the Director may, at
Jefferson County’s expense, obtain a third opinion from a Health Care Provider approved
jointly by the Director and the Employee. This third opinion shall be final and binding.

2. Return to Work. The Director may require an Employee on FMLA

Leave to report periodically on his or her status and intention to return to work. The Director
also may require medical certification and/or fitness-for-duty certification that an Employee is
able to resume work as a condition of job restoration and/or that an Employee is unable to
return to work after expiration of FMLA Leave due to a Serious Health Conditio‘n.

G. Accounting for FMLA Leave. When an Employee requests FMLA Leave,

the Director shall permanently maintain a file relating to the request which shall contain
written documentation evidencing how the Employee requested FMLA Leave (by written
application, phone, fax, letter, etc.), the date the Employee requested the FMLA Leave, the
duration of the FMLA Leave requested by the Employee, and the need for FMLA Leave as
stated by the Employee: The file shall also contain a log or tracking sheet the Director shalll
use to track the FMLA Leave used by the Employee, to calculate the amount of FMLA Leave
taken by the Employee, and to determine the amount of the Employee’s remaining eligibility
for FMLA Leave. The file shall also contain all application forms and written materials

relating to the Employee and FMLA Leave. No FMLA medical certification or copies thereof
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should be kept in files maintained by the Employee’s Department Head, supervisor, or

payroll coordinator.

H. Job Reinstatement and Employee Benefits. The Director shall apply

Sections 825.209 through 825.219 of Title 29 of the United States Code of Federal

Regulations in facilitating or denying job reinstatement and in administering Jefferson County

Employee benefit plans and programs.

1. Reinstatement. On return from approved FMLA Leave, an Employse

is entitled to be returned to the same position held when the FMLA Leave began, or to an
equivalent position with equivalent benefits, pay and other terms and conditions of
employment. Jefferson County’s obligation under the FMLA to restore an Employee to the
same or equivalent employment ceases if and when the employment relationship would have
terminated if the Employee had not taken FMLA Leave, such as whenthe Employee informs
Jefferson County of his or her intent not to return from the FMLA Leave, fails to return from
FMLA Leave, or continues on leave after exhausting his or her FMLA Leave entitlement. If
the Director, in consultation with a Key Employee’s Department iHead and the Jefferson
County Attorney, determines that restoration of the Key Employee to empleyment will cause
substantial and grievous economic injury to the operations of Jefferson County, job
restoration under the FMLA (including, without limitation, Sections 825.216 through 825.219
of the Code of Federal Regulations) may be denied to the Key Employee.

2. Group Health Plan Coverage. During any FMLA Leave, an

Employee’s Group Health Plan coverage will be maintained, but only on the same conditions

as such coverage would have been provided if the Employee had been continuously
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employed during his or her entire FMLA Leave period. Therefore, any share of Group Health
Plan premiums which had_been paid by the Employee prior to the FMLA Leave must
continue to be paid by the Employee during the FIMLA Leave period. The Director may
require that the Employee’s share of Group Health Plan premiums during the FMLA Leave
period be paid in any of the following ways: (i) pé;/rrlent would be due atthe same time as it
would be made if by payroll deduction; (i) payment would be due on the same schedule as
payments are made for continuation of covarage following a qualifying 2vent under the
Public Health Service Act, as amended by the Consclidated Omnibus Budgst Reconciliation
Act (COBRA); (iii) payment would be prepaid pursuant fo a caieteria plan at the Employae’s
- option; (iv) existing rules, if any, for payment by Employees on "lzave without pay™ would be
followed, provided that such rules do not recuire prepayment (i.e., prior to the
commencement of the lsave) of the premiums that will become due during a period of FMLA
Leave or payment of higher premiums than if the Employee had continuad to work instead of
taking FMLA Leave; or (v) another system voluntarily agreed to betwsen the Director and the

mployee, which may include prepayment of premiums (e.g., through incrsased payroll

m

deductions when the need for the FMLA Leave is foreseeable). An Employee who is
receiving payments as a result of a workers' compensation injury must make arrangements
with the Director for payment of Group Health Plan benefits when simultaneously taking
FMLA Leave. Subject to Section 825.212 of Title 29 of the United States Code of Federal
Regulations, Jefferson County’s obligation to maintain Group Health Plan coverage under
FMLA ceases if an Employee's premium payment is more than 30 days late:. An Employee
may choose not to retain Group Health Plan coverage during FMLA Leave. Except as
otherwise provided by the FMLA for Key £mployses, Jefferson County's obligation 1o
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maintain Group Health Plan coverage during FMLA Leave ceases if and when the
employment relationship would have terminated if the Employee had not taken FMLA Leave,
such as when the Employee informs Jefferson County of his or her intent not to return from
the FMLA Leave, fails to return from FMLA Leave, or continues on leave after exhausting his
or her FMLA Leave entitement. Subject to Section 825.213 of Title 29 of the United States
Code of Federal Regulations, Jefferson County may recover from an Employee its share of
Group Health Plan premiums for a period of FMLA Leave if the Employee fails to return to
work after his or her FMLA Leave entitlement has been exhausted or expires.

3. Other Employee Benefits. An Employee’s entitlement to benefits

(other than Group Health Plan benefits) is determined under the applicable Jefferson County

policy(ies) for providing such benefits when the Employee is on other forms of Izave (paid or

unpaid, as appropriate).

Vi. ADMINISTRATIVE LEAVE WITHOUT PAY

An Employee may be placed on Administrative Leave Without Pay for a period of up
to 365 days for reason(s) deemed to be in the best interest of Jeffersoin County. Only the
Director may place an Employee on Administrative Leave Without Pay. The Director shall
consult with the Employee’s Department Head and the Jefferson County Attorney in deciding
whether to place the Employee on Administrative Leave Without Pay. A Regular Employee
who is involuntarily placed on Administrative Leave Without Pay for a period exceeding five

(5) working days may appeal to the Personnel Board pursuant to Personnel Board Rule

13.20(c).
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If an Employee is enrolied in and covered by Jefferson County group insurance
plans, policies or arrangements before commencing a period of Administrative Leave, the
Director will make available the continuation of such coverage during the period of the
Administrative Leave to the extent permitted under such group insurance plans, policies and
arrangements. Any continuation of coverage under a Jefferson County group insurance
plan, policy or arrangement during a period of Administrative Leave shall be contingent upon
an Employee making arrangements with the Director to continue to make any premium
contributions for which the Employee is responsible and then timely paying such premium
contributions.  Following the termination of a period of Administrative Leave, job
reinstatement shall be provided in accordance with Personnel Board Rules.

ViL. CAREER DEVELOPMENT LEAVE

An Employee who desires to engage in a course of study that will materially
contribute to the value of his or her Jefferson County service may be granted a period of
Career Development Leave not to exceed 365 days. Only the Director may approve Career
Development Leave. To apply for Career Development Leave, ain Empioyee must complete
a written application form specified by the Director and deliver the form along with materials
explaining and evidencing the course of study to his/her Department Head for consideration.
The Department Head will recommend approval or denial of the request and forward a copy
of the request to Human Resources, accompanied by a memo addressed to the Director
detailing how the Employee’s duties will be covered during the absence, if approved. The
memo should state that no overtime or temporary agency personnel will be utilized to cover
the Employee’s duties. The memo should also detail the rationale for the recommendation

to approve/deny the request. If the Department Head has appointed a designee fo
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approvel/disapprove requests and prepare the memo, the Department Head is also required
to submit a memo to the Director naming the designee. The Director shall consult with the
requesting Employee’s Department Head and the Jefferson County Attorney in deciding
whether to grant the application for Career Development Leave.

If an Employee is enrolled in and covered by Jefferson County group insurance
plans, policies or arrangements before commencing a period of Career Development Leave,
the Director will make available the continuation of such coverage during the period of the
Career Development Leave to the extent permitted under such group insurance plans,
policies and arrangements. Any continuation of coverage under a Jefferson County group
insurance plan, policy or arrangement during a period of Career Development Leave shall be
contingent upon an Employee making arrangements with the Director to continue to make
any premium contributions for which the Employee is responsible and then timely paying
such premium contributions. * Following the termination of a period of Career Development

Leave, job reinstatement shall be provided in accordance with Personnel Board Rules.

VIil. EXTENDED MEDICAL/DISABILITY LEAVE

An Employee who is unable to perform the functions of the Employee’s position and
has exhausted all Unpaid Leave and all Paid Injury Leave, Sick Leave, Vacation Leave, or
other leave with pay may be granted a period of Extended Medical/Disability Leave not to
exceed 365 days. Only the Director may approve Extended Medical/Disability Leave. The
Director shall consult with a requesting Employee’s Department Head and the Jefferson

County Attorney in deciding whether to grant the Employee’s application for Extended

Medical/Disability Leave.
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A. Application. To apply for Extended Medical/Disability Lave, the Employee
must complete a written application form specified by the Director ar:d deliver to his/her
Department Head for consideration. The Department Head will recornmend approval or
denial of the request and forward a copy of the request to Human Resources, accompanied -
by a memo detailing how the Employee’s duties will be covered during the absence, if
approved. The memo should state that no overtime or temporary agency personnel will be
utilized to cover the Employee’s duties. The memo should also detail the rationale for
the recommendation to approve/deny the request. If the Department Head has appointed a
designee to approve/disapprove requests and prepare the memo, the Department Head is
also required to submit a memo to the Director naming the designee. In addition to the
completed application, the Employee must also provide to the Director a written certificate
signed by a licensed physician that provides (i) a general exﬁ!anation of the Employee’s
condition, (ii) a certification that the Emplo.yee is unable to perform the functions of the
Employee’s position, and (iii) the probable duration of the Employee’s incapacitation.

B. Return to Work. If during a period of Extended Medicai/Disability Leave the

Employee becomes capable of performing the functions of the Employee’s position, the
Employee shall so notify the Director. When the Employee provides such notice, the
Employee shall also provide the Director with a written certification from a licensed physician
that the Employee is able to perform the functions of the Employee’s position.

C. Reinstatement. If an Employee is enrolled in and covered by Jefferson

County group insurance plans, policies or arrangements before comrmencing a period of

Extended Medical/Disability Leave, the Director will make available the continuation of such
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coverage during the period of the Extended Medical/Disability Leave to the extent pérmitted
under such group insurance plans, policies and arrangements. Any continuation of coverage
under a Jefferson County group insurance plan, policy or arrangement during a period of
Extended Medical/Disability Leave shall be contingent upon an Employee making
arrangements with the Director to continue to make any premium contributions forwhich the
Employee is responsible and then timely paying such premium contributions. Following the
termination of a period of Extended Medical/Disability Leave, job reinstatement shall be
provided in accordance with Personnel Board Ruies.

iX. GRANTED LEAVE WITHOUT PAY

Probationary Employees who are absent from work without eligibility for vacation or sick
leave shall be eligible for up to 48 hours of granted leave without pay (GLWOP). The
Employee must submit a properly executed Request for Authorized l.eave (Excluding FMLA)
form through the chain of command to the Human Resources Department before
commencement of the absence. Requests for GLWOP must be submitted by the end of the
pay period that the absence occurred.

Any Employee who misses work time due to inclement weather conditions shall

have the missed work time charged to Granted Leave Without pay (GLWOP) if sufficient

vacation leave is not available.

X. MILITARY LEAVE

The Jefferson County Commission supports the United States Armed Forces and will comply
with applicable provisions of the Uniformed Services Employment and Reemployment Rights

Act ("USERRA”"), Sections 31-2-13 and 31-12-6 of the Code of Alabama, the Jefferson
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County Commission's Jenuary 27, 2004 Resolution (Minute Book 143, Pages 556-557)
establishing the War on Terrorism Supplemental Military Benefit, and Personnel Board Rules
13.13 and 13.14. £n Employee must notify the Director of his or her need for Military Léave
and complete sucir Military Leave application forms and materials as are provided to the
Employee by the irector. Employees shall be eligible for Military Leave without pay (and
with pay) in accordance with USERRA, Sections 31-2-13 and 31-12-6 of the Code of
Alabama, and Personnel Board Rules 13.13 and 13.14.

XL PERSONAL LEAVE

An Employee may be granted a period of Personal Leave, not to exceed 365 days, for
personal reason(s; considered sufficient by the Director. Only the Director may approve
Personal Leave. To apply for Personal Leave, an Employee must complete a written
application form specified by the Director and return the completed form to his/her
Department Head for consideration. The Director shall consult with the requesting
Employee’s Depariment Head and the Jefferson County Attorney in deciding whether to
grant the applicatiun for Personal Leave.

The Department Head will recommend approval or denial of the request and forward
a copy of the request to Human Resources, accompanied by a memo detailing how the
Employee’s duties will- be covered during the absence, if approved. The memo should state
that no overtime cr temporary agency personnel will be utilized to cover the Employee’s
duties. The memo should also detail the rationale for the recommendation to approve/deny
the request. If the Department Head has appointed a designee to approve/disapprove

requests and prepare the memo, the Department Head is also required to submita memo to

the Director naming the designee.
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If an Employee is enrolled in and covered by Jefferson County group insurance
plans, policies or arrangements before commencing a period of Personal Leave, the Director
will make available the continuation of such coverage during the period of the Personal
Leave to the extent permitted under such group insurance plans, policies and arrangements.
Any continuation of coverage under a Jefferson County group insurance plan, policy or
arrangement during a period of Personal Leave shall be contingent upon an Employee
making arrangements with the Director to continue to make any premium contributions for
which the Employee is responsible and then timely paying such premium contributions.
Following the termination of a period of Personal Leave, job reinstatement shall be provided
in accordance with Personnel Board Rules.

XIL EMPLOYEE DISCIPLINE

Employees who are AWOL and/or have abused Unpaid Leave may be disciplined as
provided by Personnel Board Rules 12 and 13.6 and Jefferson County Administrative Order
02-5, as amended. Any Employee who fraudulently seeks or obtains FMLA Leave is not
protected by FMLA's job restoration or maintenance of health benefits provisions and will be
subject to disciplinary action, including termination.

X1, EFFECTIVE DATE

This amended Administrative Order shall be effective at 12:01 am., on

2011.

DONE and ORDERED at the Jefferson County Courthouse, this |4 day of Deec , 2010

Jeffergson County Commission
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. Jefferson County Commission
"; Family Medical Leave Packet — Family Member’s Serious Health Condition

Please find enclosed unpaid leave forms you must complete or have your health care provider (doctor,
dentist, etc.) complete and return to the Human Resources Department. Below are itemized instructions
for each enclosed form. Itisimportant that you follow the instructions and submit completed forms in a
timely manner. Incomplete forms will delay the processing of your requesi.

1. Employee Request for Family and Medical Leave — You must coirplete this form and submit
it to Human Resources.

Certification of Health Care Provider for Family Member’s Serious Health Condition
(Family and Medical Leave Act) — You must complete Section II of this form first. After
addressing Section II, give the form to your family member’s health care provider to complete
the remainder of the certification (medical). You are respensible for returning this document
to the HR Department as quickly as possible. but not later than 15 calendar dayvs from the
date of this letter. Failure to provide the appropriate documentation within 15 calendar
davs could result in a delav in the commencement of the leave (if not alreadv taken): or a
withdrawal of anv preliminarv desienation of FMLA Leave, in which case vour leave mayv
be unauthorized. subjecting vou to discipline up to and includine discharge for an
unapproved absence. Documents may be submitted by FAX to (2(5) 325-8793.

[£8]

Authorization to Health Care Provider to Release Medical Documentation — You must
complete Section A of this form and give it to your family member’ s health care provider at the
same time you give him/her the Certification of Health Care Provider for Family Member's

Serious Health Condition form.

4. Benefit Payment Election While on Approved Unpaid Leave — Y ou must complete this form
and return it to HR when you submit the Employee Request for Family and Medical Leave form.
Should you have questions regarding payment of benefits, please coniact Nakia Buckner at 325-
5249.

5. Family and Medical Leave Family Member Form - For the purpose of confirming family

relationships under the Family and Medical Leave Act (FMLA), in accordance with 29 CFR
§825.113(d) you are requested to list the name, relationship to you, and address of each of your

living parents, sons, daughters, and spouse.

LI

Should you have questions, please contact Bettie Banks-Coleman at 325-5249.

Regards,

AMPLE
na],.;'__s_;,
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EMPLOYEE RIGHTS AND RESPONSIBELITIES
UNDER THE FAMILY AND MEDICAL 1LEAVE ACT

Basic Leave Entitlement

FMLA requires covered cmployers to provide up to 12 weeks of unpaid, job-

protected leave to eligible employees fur the following reasons:

e For incapacity due to pregnancy, prenatal medical care or child birth;

s Tocare for the emplayce’s child after birth, or placemert for adoption
or foster care;

3 To care for the eniployee’s spouise, son or daughter, or parent, who has
a serious health condition; or

«  For aserious healtiy condition that makes the employee unable to
perform the employee’s job.

Military Family Leave Entitlements

Eligible employees with a spouse. son. daughter, or parent on active duty or
call to active duty status in the National Guard or Reserves in support of a
contingency operation may use their 12-week leave entitlement 10 address
certain qualifying exigencies. Qualifving exigencies may include attending
certain military events. arvanging for alternative childcare. addressing certain
financial and legal arrangements. attending certain counseling sessions. and
attending post-deployment reintegration briefings.

FMLA also includes a special leave entitlement that permits eligible
employees to take up 1o 26 weeks of leave to care for a covered
servicemember during a single 12-month period. A covered servicemember
is a current member of the Armed Forces. including a member of the
National Guard or Reserves. who has a serious injury or illness incurred in
the line of duty on active duty that may render the servicemember medically
unfit to perform his or her duties for which the servicemember is yndergoing
medical treatment, recuperation. or therapy: or is in outpatieni status: or is on
the temporary disability retired list.

Benefits and Protections

During FMLA leave, the employer must maintain the employee’s health
coverage under any *group health plan” on the same terms as if the employee
had continued to work. Upon retumn from FMLA leave, most employees
must be restored to their original or equivalent positions with equivalent pay,
benefits. and other employment terms.

Use of FMLA leave cannot result in the loss of any employment benefit that
accrued prior to the start of an employee’s leave.

Eligibility Requirements

Employees are eligible if they have worked for a covered employer for at
least one year, for 1,250 hours over the previous 12 months, and if at least 50
employees are employed by the employer within 75 miles.

Definition of Serious Health Condition

A serious health condition is an illness. injury, impairment, or physical or
mental condition that involves either an overnight stay in a medicai care
facility, or continuing treatment by a health care provider for a condition that
either prevents the employee from performing the functions of the
employee’s job, or prevents the qualified family member from participating
in school or other daily activities.

Subject to certain conditions, the continuing treatment requirement may be
met by a period of incapacity of more than 3 consecutive calendar days
combined with at least two visits to a health care provider or one visit and a
regimen of continuing treatment. or incapacity due to pregnancy, or
incapacity due to a chronic condition. Other conditions may meet the
definition of continuing treatment.

For additional information:
1-866-4US-WAGE (1-866-487-9243) TTY: 1-877-889-5627

WWW.WAGEHOUR.DOL.GOV

Use of Leave

An employee does not need to use this leave entitlement in one block. Leave
can be taken intenuittently or on a reduced leave schedule when medically
necessary. Eniployces must make reasonable elforts to schedule leave for
plauned medical treatment so as not to unduly disrupt the employer’s
operations. Leave due to gualifying exigencies may also be tuken on an
intermittent basis.

Substitntion of Paid Leave for Unpaid Leave

Employees may choose or employers may require use of accrued paid leave
while taking FMLA leave. Inorder to use paid leave for FMLA leave,
employees must comply with the employer’s normal paid leave policies.

Employee Responsibilities

Employees must provide 30 days advance notice of the need to take FMLA
leave when the need is foreseeable. When 30 days notice is not possible. the
employee must provide notice as soon as practicable and generally must
comply with an employer’s nonnal call-in procedures.

Employees must provide sufficient information for the employer to
determine if the leave may qualify for FMLA protection and the anticipated
timing and duration of the leave. Sufficient information may include that the
employee is unable to perform job functions. the family member is unable to
perform daily activities, the need for hospitalization or continuing treatment
by a health care provider. or circumnstances supporting the need for military
family leave. Employees also must inform the employer if the requested
leave is for a reason for which FMLA Icave was previously taken or certified.
Ernployees also may be required to provide a certification and periodic
recertification supporting the need for leave.

Employer Responsibilities

Covered employers must infonn employees requesting leave whether they
are eligible under FMLA. I they are, the notice must specify any additional
information required as well as the employees’ rights and responsibilities. 1f
they are not eligible. the employer must provide a reason for the ineligibility.

Covered employers must inform employees if leave will be designated as

FMLA-protected and the amount of leave counted against the employee’s
leave entitlement. 1f the employer determines that the leave is not FMLA-
protected. the employer must notify the employee.

Unlawful Acts by Employers

FMLA makes it unlawful for any employer to:

e Interfere with. restrain, or deny the exercise of any right provided under
FMLA;

e Discharge or discriminate against any person for opposing any practice
made unlawful by FMLA or for involvement in any proceeding under
or relating to FMLA.

Enforcement
An employee may file a complaint with the U.S. Departiment of Labor or
may bring a private lawsuit against an employer.

FMLA does not affect any Federal or State law prohibiting discrimination, or
supersede any State or local law or collective bargaining agreement which
provides greater family or medical leave rights.

FMULA section 109 (29 U.S.C. § 2619) requires FMLA covered
employers to post the text of this notice. Regulations 29
C.F.R. § 825.300(a) may require additional disclosures.

U.S. Department of Labor | Eniployment Standards Adnunistration | Wage and Hour Division WHD Publicauon 14200 Revised January 2066



bee Z JEFFERSON COUNTY COMMISSION

EMPLOYEE REQUEST FOR FAMILY AND MEDICAL LEAVE
(May be paid or unpaid)

Part A. Employee Information

Employee's Name: Department:
Current Address:
‘Work Phone: Home Phone: Cell Phone:

Hire Date:

Job Title:

Employee Appointment Status:

Part B. Leave Dates (Continuous or Intermittent)

Estimated Leave Start Date: Estimated Date of Return:

Leave is requested on an intermittent or reduced leave schedule. Indicate the days of the week and/or hours during the day you will

be absent:

Part C. Reason for Leave

Leave is for my own serious health condition.

Leave is for the birth of a child or placement of a child for adoption or foster care. Indicate the expected date of birth or placement.

Spouse is employed by the Jefferson County Commission: Jyes [ INO

(Date)

Leave is to care for a family member with a serious health condition. Specify the name and relationship of the family member:

(Name) (Relationship to You)

Leave is for a qualifying exigency arising out of the fact that your [Ispouse/[_] child/[_lparent is on active duty status in support of
a contingency operation as a member of the National Guard or Reserves.

(Name) {Relationship to You)

Leave is to care for a [_] spouse/[ ] child/[_] parent/[ ] next of kin who is a covered military service member with a serious injury

or illness.

(Name) (Relationship to You)

0o

Required medical certification form is attached.

(Signature of Employee or Designee) (Date)

(If emplovee is not available to sign request, note verbal conversation above. Include date of the conversation and the signature of the person who completed the form.)

Revised 1/2010



Certification of Health Care Provider for Jefferson County Commission
Family Member’'s Serious Health Condition Human Rescurces Department _

(Family and Medical Leave Act) Compliance Livision

SECTIONI: For Cempletion by the EMPLOYER

INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act (FVIL A provides that an emplovear
may require an emplovee seeking FMLA protections because of a need for leave to care fora covered family
member with a serious health condition to submit a medical certification issued by the health care provider of the
covered family member. Please complete Section I before giving this form to your employee.  Your response is
voluntary. While vou are not required to use this form, you may not ask the emplovee to provide more information
than allowed under the FMLA regulations, 29 C.F.R. §§ §25.306-823.308. Employers must generally maintain
records and documents relating to medical certifications, recertifications, or medical histories of employees™ family
members, created for FMLA purposes as confidential medical records in separate filesfrecords from the usual
personnel files and in accordance with 29 C.FR. § 1630.14{c)(1} if the Americans with Disabilities Act appiies

Employer name and contact:

SECTIONII: For Completion by the EMPLOYEE

INSTRUCTIONS to the EMPLOYEE: Please complete Section IT before giving this form te vour family
member or his’her medical provider. The FMLA permits an employer to require that vou submit a timely.,
complete, and sufficient medical certification to support a request for FMLA leave to care for a covered family
member with a serious health condition. If requested by vour employer, vour response 1s required to obtain or
retain the benefit of FIMLA protections. 29 U.S.C. §§ 2613, 2614(c)(3). Failure to providea complete and
sufficient medical certification may result in a demal of vour FMLA request. 29 CF.R. § 825.313. Your emplover
must give you at least 15 calendar days to return this form 1o your employer. 29 C.F.R. § 825.305.

Middle Last

Name of family member for whom vou will provide care:

First Middle Last

Relationship of family member to you:

If family member 1s your son or daughter, date of birth:

Describe care you will provide to vour family member and estimate leave needed to provide care:

Date _

Page 1 CONTINUED ON NEXT PAGE Revised January 2010



SECTION III: For Completion by the HEALTH CARE PROVIDER

INSTRUCTIONS to the HEALTH CARE PROVIDER: The employee listed abovehas requested Jeave under
the FMLA to care for your patient. Answer, fully and completely, all applicable parts below. Several questions
seek a response as 1o the (requency or duration of a condition, treatment, etc. Your answer should be your best
estimate based upon your medical knowledge, experience, and examination of the patient. Be as specific as you
can, terms such as “lifetime,” “unknown,” or “indeterminate” may not be sufficient to determine FMLA coverage.
Limit your responses to the condition for which the patient needs leave. Page 3 provides space for additional

information, should you need it. Please be sure to sign the form on the last page.

Provider’s name and business address:___‘q .
Tvpe of practice / Medical specialty: et £

) Faxo )]

Telephone. { )

PART A: MEDICAL FACTS

1. Approximate date condition commenced:

Probable duration of condition:

Was the patient admitted for an overnight stay in a hospital, hospice, or residential medical care facility?

No Yes. If so, dates of admission:

Date(s) vou treated the patient for condition:

Was medication, other than over-the-counter medication, prescribed? No Yes.

Will the patient need to have treatment Visits at least twice per year due Lo the condition?

_ No

res

Was the patient referred to other health care provider(s) for evaluation or treatment {e .., physical therapist)?
- No Yes. If so, state the nature of such treatments and expected duration of treatment:

. Is the medical condition pregnancy? __ No __ Yes. If so, expected delivery date:

[$9)

(W3]

specialized equipment):

. Describe other relevant medical facts, if any, related to the condition for which the patient needs care (such
medical facts may include symptoms, diagnosis, or any regimen of continuing treatment such as the use of

ek % i R
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CONTINUED ON NEXT PAGE

Revised January 2010
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SAMPLE

y

PART B: AMOUNT OF CARE NEEDED: When answering these questions, keep in mind that your patient’s neex|
3 T i s 5 SR Sl T e T s

for care by the employee seeking leave may include assistance with basi¢:medical; hygienic, nutritional, safety or

transportation needs, or the provision of physical or psychological care:

4. Will the patient be incapacitated for a single continuous peried of time, including any time {or treatment and

recovery? No Yes.

Estimate the beginning and ending dates for the period of incapacity. s
During this time, will the patient need care? _ No __ VYes

Explain the care needed by the patient and why such care 1s medically necessary:

3. Will the patient require follow-up treatments, including any time for recovery” ho Yes.

Estimate treatment schedule, if any, including the dates of any scheduled appointments and the time required for
each appointment. including any recovery period:

Explain the care needed by the patient, and why such care is medically necessary:

6. Will the patient require care on an intermittent or reduced schedule basis, including any time for recovery? __
No Yes

Estimate the hours the patient needs care on an intermittent basis, if any:

hour(s) per day; days per week {rom through

xplain the care needed by the patient, and why such care is medically necessary:

Page 3 CONTINUED ON NEXT PAGE Revised January 2010



7. Will the condition cause episodic flare-ups perindically preventing the patient from participating in normal daily
aclivities? No Yes.
Based upon the patient’s medical history and your knowledge of the medical condition, estimate the {requency ol
flare-ups and the duration of related incapacity that the patient may have over the next 6 months {e.g., 1 episode

every 3 months lasting 1-2 days):

Frequency: times per week(s) month(s)
Duration: hours or dav(s) per episode
Does the patient need care during these flare-ups? No Yes.

Explain the care needed by the patient, and why such care is medically necessary:

ADDITIONAL INFORMATION: IDENTIFY QUESTION NUMBER WITH YOUR ADDITIONAL ANSWER.

Revised lanuary 2010



JEFFERSON COUNTY COMMISSION
AUTHORIZATION TO HEALTH CARE PROVIDER TO RELEASE MEDICAL
DOCUMENTATION IN SUPPORT OF EMPLOYEE’S REQUEST FOR LEAVE OF ABSENCE

Section A (to be completed by Employee)

Department Division

Job Titie

Name

Reason for Leave

| AUTHORIZE TO RELEASE THE NECESSARY

INFORMATION DETAILED ON THE ATTACHED FORM (JEFFERSON COUNTY COMMISSION FAMILY AND MEDICAL
LEAVE ACT MEDICAL CERTIFICATION FORM) TO THE HUMAN RESOURCES DEPARTMENT OF THE JEFFERSON
COUNTY COMMISSION IN SUPPORT OF MY REQUEST FOR A MEDICAL LEAVE OF ABSENCE.

E‘. &.1" = -._; =

“Em bloyeé S'Iignature '

Date

Section B (io be completed by the Health Care Provider)
INSTRUCTION TO HEALTH CARE PROFESSIONAL: The above-named employee has requested a leave of absence from

his/her regular duties due to medical reasons. As this employee’s physician, dentist, or other health care provider, we ask that
you verify the necessity of this request. Please complete the attached certification (Jefferson County Commission Family and

Medical Leave Act Medical Certification). It is not necessary to provide diagnosis information.

Health Care Provider

Please Complete Attached Medical Certification

FMLO0702-3A




JEFFERSON COUNTY COMMISSION
BENEFIT PAYMENT ELECTION WHILE ON APPROVED (UNPAID) LEAVE

Form to be completed by Employee and returned to Human Resources with the FMLA Request

Name . Department
f&ﬁase i i’;l} W
Current Address :
Street Address City State Zip Code
Work Phone Home Phone Cell Phone

To continue vour current benefits, vou must pay your portion of insurance premiums. You can find the
amount you owe for insurance coverage monthly on your last two pay stubs. Please indicate the amount you pay

per month for insurance below:

3 Health insurance $ Voluntary Life
$ Dental Insurance $ Voluntary Accident
$ Vision Insurance $ Total Amount

Please make your cashier's check or money order (not personal check) payable to Jefferson County
Treasurer and return it with your leave request, or mail the check to the Human Resources Department at:

Jefferson County Human Resources Department
Room A610 — Courthouse Annex

716 Richard Arrington, Jr. Bivd. N.

Birmingham, AL 35203

| have read this information and | understand that the Jefferson County Commission is not responsible for payment
of premium of medical / dental / vision insurance or other benefit premiums (i.e., voluntary group term life
insurance, voluntary accident insurance) during my approved leave of absence. However, Jefferson County will
continue to pay its portion of premiums. Thus, | agree to the following:

e Thatif | elect to continue coverage under these plans, | will be solely responsible for the payment of my

portion of the premiums for such plans.
e That if | fail to pay any required premium, my coverage under that plan will end effective the last day of the

month for which a premium has been paid.
o Thatif | do not elect to continue my benefits by paying premiums or by failing to pay premiums on time
during my approved leave of absence, my eligibility for benefits may be lost.

Empioyee Signature

Date

FMLO702-4
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AMPLE

JEFFERSON COUNTY COMMISSION
FAMILY AND MEDICAL LEAVE - FAMILY MEMBER FORM

For the purpose of confirming family relationships under the Family and Medical Leave Act (FMLA), in accordance
with 29 CFR §825.113(d) you are requested to list the name. relationship to you. and address of cach of your living
parents. sons. daughters. and spouse. For the purposes of this form:

The term "parent” means. for FMLA purposes, a person who is or was the biological parent,
adoptive parent, stepparent. or foster parent of an employee. This term does not include parents "in

m

law.

b. The term "son or daughter” means. for FMLA purposes. any person who is under 18 years old or
any person 18 years old or older who is incapable of self-care because of a mental or physical
disability whose relationship to an employee is that of (i) a biological. adopied. or foster child. (ii)
a stepchild. (iii) a legal ward or (iv) a child of a person standing in the place of a parent.

c. The term "spouse” means the statutory or common law husband or wife of an employee.

Please report any future changes regarding the information contained in this form to the Jefferson County
Commission Human Resources Department. If additional space is necded, please use the back of this form.

Relationship to Employee
(If child, please state date of birth)

Name of Family Member (print) Relationship _Date of Birth Address of Familv Member

4,

Ln

I certify that the foregoing information is correct and that I have received Jefferson County Commission Administrative

Order 07-02.
SAMPLE
i E RS R B } Y
£ ? ¥ ?_I“ o L B o e s cao oy
Print Name Department
Signature
Date

FMLO702-1




Jefferson County Commission
Family Medical Leave Packet — Employee’s Serious Health Condition

Please find enclosed unpaid leave forms you must complete or have your health care provider (doctor,
dentist, etc.) complete and return to the Human Resources Department. Below are itemized instructions
for each enclosed form. It is important that you follow the instructions and submit completed forms in a
timely manner. Incomplete forms will delay the processing of your request.

1. Employee Request for Family and Medical Leave — You must complete this form and submit
it to Human Resources.

Certification of Health Care Provider for Employee’s Serious Health Condition (Family
and Medical Leave Act) — You must complete Section II of this form first. After addressing
Section II, give the form to your health care provider to complete the remainder of the
certification (medical). You must give your health care provider your job description when you
give him/her this form. You are responsible for returning this document to the HR
Department as quicklv as possible, but not later than 15 calendar davs from the date of this
letter. Failure to provide the appropriate documentation within 15 calendar davs could
result in a delav in the commencement of the leave (if not alreadyv taken): or a withdrawal
of anv preliminarv_designation of FMI.A Leave, in which case vour leave mayv be
unauthorized. subjecting vou to discipline up to and including discharge for an unapproved
absence. Documents may be submitted by FAX to (20¢5) 325-§793.

3. Authorization to Health Care Provider to Release Medical Documentation — You must
complete Section A of this form and give it to your health care provider at the same time you
give him/her the Certification of Health Care Provider for Employee’s Serious Health Condition

form.

4. Benefit Payment Election While on Approved Unpaid Leave — You must complete this form
and return it to HR when you submit the Employee Request for Family and Medical Leave form.
Should you have questions regarding payment of benefits, please contact Nakia Buckner at 325-
5249.

5. Family and Medical Leave Family Member Form - For the purpose of confirming family
relationships under the Family and Medical Leave Act (FMLA), in accordance with 29 CFR
§825.113(d) you are requested to list the name, relationship to you, and address of each of your
living parents, sons, daughters. and spouse.

6. Family Medical Leave Return to Work Medical Certification — You should hold this form
until you are ready to return to work. When you are ready to return to work, complete the top of
the form entitled “Instructions for the County Employee”. Then, give the form to your health
care provider and he/she must complete the bottom portion of the form entitled “To the Health
Care Provider.” You may_not be permitted to return to work until Human Resources

receives this completed form.

]

Should you have questions, please contact Bettie Banks-Coleman at 325-5249.

Regards,

SAM:

0 ]eIE
£
“Ana {%W <



EMPLOYEE RIGHTS AND RESPONSIBILITIES
UNDER THE FAMILY AND MEDICAL LEAVE ACT

Basic Leave Entitlement

FMLA requires covered employers to provide up to 12 weeks of unpaid, job-

protected leave to eligible employees for the following reasons:

¢  Forincapacity due to pregnancy, prenatal medical care or child birth;

¢ To care for the cmployee’s child after birth, or placcient for adoption
or foster care;

e To care for the cmployee’s spouse, son or daughter, or parent, who has
a scrious health condition; or

«  For aserious health condition that makes the employee unable to
perform the employee’s job.

Military Family Leave Entitlements

Eligible employvees with a spouse. son, daughter, or parent on active duty or
call to active duty status in the National Guard or Reserves in support of a
contingency operation may use their 12-week leave entitlement to address
certain qualifving exigencies. Qualifying exigencies may include attending
certain military events, arranging for alternative childcare, addressing certain
financial and legal arrangements. attending certain counseling sessions. and
attending post-deployment reintegration briefings.

FMLA also includes a special leave entitlement that permits eligible
employees to take up o 26 weeks of leave to care for a covered
servicemember during a single 12-month period. A covered servicemember
is a current member of the Armed Forces, including a member of the
National Guard or Reserves. who has a serious injury or illness incurred in
the line of duty an active duty that may render the servicemember medically
unfit to perfornt his or her duties for which the servicemember is undergoing
medical treatment, recuperation. or therapy: or is in outpatient status: or is on
the temporary disability retired list.

Benefits and Protections

During FMLA leave. the employer must maintain the employee’s health
coverage under any “group healtli plan™ on the same terms as if the cmployee
had continued to work. Upon return from FMLA leave, most employees
must be restored to their original or equivalent positions with equivalent pay,
benefits. and other employment terms.

Use of FMLA leave cannot result in the loss of any employment benefit that
accrued prior to the start of an employee’s leave.

Eligibility Requirements

Employees are eligible if they have worked for a covered employer for at
least one year, for 1,250 hours over the previous 12 months, and if at least 50
employees are employed by the employer within 75 miles.

Definition of Serious Health Condition

A serious health condition is an illness. injury. impairment. or physical or
mental condition that involves either an ovemight stay in a medical care
facility, or continuing treatment by a health care provider for a condition that
either prevents the employee from performing the functions of the
employee's job, or prevents the qualified family member from participating
in school or other daily activities.

Subject to certain conditions. the continuing treatment requirement may be
met by a period of incapacity of more than 3 consecutive calendar days
combined with at least two visits to a health care provider or one visit and a
regimen of continuing treatment. or incapacity due to pregnancy, or
incapacity due to a chronic condition. Other conditions may meet the
definition of continuing treatment.

For additional information:
1-866-4US-WAGE (1-866-487-9243) TTY: 1-8§77-889-3627

WWW. WAGEHOUR.DOL.GOV

Use of Leave

An employee ¢oes not need to use th i leave entitlement in one block. Leave
can be taken intenmittently or on a rediced leave schedule when medically
necessary. Employees must make re gonable efforts to schedule leave for
plarned medical treatment so as not te unduly disrupt the employer’s
operations. Leave due to qualifying caigencies may also be taken on an
intermittent basis.

Substitutien of Paid Leave foxUnpaid Leave

LEmployecs may choose or employersmay require use of accrued paid leave
while taking FMLA leave. In order touse paid leave for FMLA leave,
employees must comply with the em goyer’s normial paid leave policies.

Employee Responsibilities

Employees must provide 30 days advace notice of the need 1o take FMLA
leave when the need is foreseeable. WMhen 30 days notice is not possible. the
employee must provide notice as soonas practicable and gencerally must
comply with an emplover’s normal cdl-in procedures.

Employees must provide sufficient irbrmation for the employer to
determine if the leave may qualify fOrFMLA protection and the anticipated
timing and duration of the leave. Su ficient information may include that the
employee is unable to perform job fuictions, the family member is unable to

erform daily activities. the need for Ipspitalization or continuing treatment
by a health care provider. or circumstaices supporing the need for military
family leave. Employees also must i dorm the emplover if the requested
leave is for a reason for which FMLAleave was previously taken or certified.
Employees also may be required to p pvide a certification and periodic
recertification supporting the need forrleave.

Employer Responsibilities

Covered emplovers must inform emjobyees requesting leave whether they
are cligible under FMLA. If they are the notice must specify any additional
information required as well as the erployees’ rights and responsibilities. 1f
they are not eligible. the employer m ut provide a reason for the ineligibility.

Covered employers must inform empbyees if leave will be designated as

FMLA-protected and the amount of 1ave counted against the employee’s
leave entitlement. If the emplover detmines that the leave is not FML.A-
protected, the employer must notify tle employee.

Unlawful Acts by Employers

FMI.A makes it unlawful for any en1poyver to:

o Interfere with, restrain, or deny tie exercise of any right provided under
FMLA;

¢  Discharge or discriminate againng any person for opposing any practice
made unlawful by FMLA or for nvolvement in any proceeding under
or relating to FMLA.

Enforcement
An employee may file a complaint w ih the U.S. Department of Labor or
may bring a private lawsuit against anemployer.

FMLA does not affect any Federal o 1-$tate law prohibiting discrimination, or
supersede any State or local law or cofective bargaining agreement which
provides greater family or medical le ave rights.

FMLA section 109 (29 U.S.C. {2619) requires FMLA covered
employers to post the text of tlis notice. Regulations 29

~ C.F.R. § 825.300(a) may requ ire additional disclosures.

SWHE

8. Wage and Hour Divisien
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/ t P L E JEFFERSON COUNTY COMMISSION

EMPLOYEE REQUEST FOR FAMILY AND MEDICAL LEAVE
(May be paid or unpaid)

Part A. Employee Information

Employee's Name: Depatment:
(Ml) .
Current Address: ]
Work Phone: ' Home Phone: Cell Phone:
Job Title: Hire Date:
Employee Appointment Status:
Part B. Leave Dates (Continuous or Intermittent) 2
Estimated Leave Start Date: Estimated Date of Return:

Leave is requested on an intermittent or reduced leave schedule. Indicate the days of the week and/or hours during the day you will

be absent:

Part C. Reason for Leave

[] Leave is for my own serious health condition

] Leave is for the birth of a child or placement of a child for adoption or foster care. Indicate the expected date of birth or placement.

Spouse is employed by the Jefferson County Commission: CJYES[INO

(Date)

[ Leave is to care for a family member with a serious health condition. Specify the name and relationship of the family member:

(Name) (Relationship to You)

[] Leave is for a qualifying exigency arising out of the fact that your [Jspouse/[] child/[_Iparent is on active duty status in support of
a contingency operation as a member of the National Guard or Reserves.

(Name) (Relationship to You)

[] Leave is to care fora ] spouse/D child/[_] parent/D next of kin who is a covered military service member with a serious injury

or illness.

(Name) (Relationship to You)

Required medical certification form 1s attached.

Documentation to establish required relationship between my family member and me (if applicable) is attached.

0o

(Date}

(If employee is not available to sign request, note verbal conversalion above. Include date of the conversation and the signature of the person who completed the form.)

Rewvised 1/2010



SAMPLE

Certification of Health Care Provider for Jefferson County Commission
Employee’s Serious Health Condition ggggﬂaﬁggo&ﬁgﬁ) Department
(Family and Medical Leave Act)

SECTION I: For Completion by the EMPLOYER
INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act (FMLA) provides that an employer

may require an employee seeking FMLA protections because of a need for leave due to a serions health condition to
submit a medical certification issued by the emplovee’s health care provider. Please compiete Secuen 1 before giving
this form o your emplovee. Your response is voluntary. While you are not required to use this form, you may not ask
the employee to provide more information than allowed under the FMLA regulations, 29 C.F R. §§ 823.306-825.308.
Employers must generally maintain records and documents relating to medical certfications, recertifications, oi
medical histories of emplovees created for FAMLA purposes as confidential medical records in separate filess records
from the usual persommel files and in accordance with 29 CFER. §1830.14(c)(1), if the Arnericans with Disabilities

Act applies.

Emplover name and contact:

Regular work schedule:

Emplovee™s job title:

Emplovee’s essential job functions:

Check if job description is attached:

SECTION II: For Completion by the EMPLOYEE

INSTRUCTIONS to the EMPLOYEE: Please complete Section IT before giving this fomm to your medical
provider. The FMLA permits an employer to require that you submit a umely, complete, and sufficient medical
certification to support a request for FMLA leave due to your own serious health condition. If requested by your
employer, vour response is required to obtain or retain the benefit of FMLA protections. 29 U.S.C. §§ 2613,
2614(c)(3). Failure to provide a complete and sufficient medical certification may result ina derual of your FMLA
request. 20 CF.R. § 825.313. Your employer must give vou at least 15 calendar days te retum this form. 29 CFR.

§ 823.303(b)

Your name: EA

First

Last

SECTION III: For Completion by the HEALTH CARE PROVIDER

INSTRUCTIONS to the HEALTH CARE PROVIDER: Your patient has requested leave under the FMLA.
Answer, {ully and completely, all applicable parts. Several questions seek a response as to the frequency or
duration of a condition, treatment, etc. Your answer should be your best estimate based upon vour medical
knowledge, experience, and exanunation of the patient. Be as specific as you can; terms such as “lifetime,”
“unknown,” or “indeterminate” may not be sufficient to determune FMLA coverage. L imit vour responses to the
condition for which the emplovee 1s seeking leave. Please be sure to sign the form on the last page.

Provider’s name and business address:

Tvpe of practice / Medical specialty:

Telephone: [ b Faxi( )

Page | CONTINUED ON NEXT PAGE Revised January 2010



SAMPLE

PART A: MEDICAL IFACTS

1. Approximate date condition commenced: ¢

Probable duration of condition:

Mark below as applicable:
Was the patient admilted for an overnight stay'in a hospital, hospice, or residential medical care f acilily?

No Yes. I so, dates of admission:

Date(s) you treated the patient for condition:

Will the patient need to have treatment visits at least twice per year due to the condition? No Yes.
Was medication. other than over-the-counter medication, prescribed? No Yes.

Was the patient referred to other health care provider(s) for evaluation or treatment {eg., physical therapist)?
No Yes. I so, state the nature of such treatments and expected duration of treatment:

2. Is the medical condition pregnancy? No Yes. 1f so, expected delivery date:

_Use the information provided by the employer in Section I to answer this question. Ifthe employer fails to
provide a list of the employee’s essential functions or a job description. answer these questions based upon
the employee’s own description of his/her job functions.

(V3]

Is the emplovee unable to perform any of his/her job functions due to the condition: No Yes.

If so, identify the job functions the emplovee is unable to perform:

4. Describe other relevant medical facts, if any, related to the condition for which the employee seeks leave
(such medical facts may include symptoms, diagnosis, or any regimen of continuing treatment such as the use

of specialized equipment):

2 CONTINUED ON NEXT PAGE Revised January 2010



PART B: AMOUNT OF LEAVE NEEDED
5. Will the employ<e be incapacitated for a single continuous period of time due to his/her medical condition.
including any time for treatment and recovery? __ No Yes.

If so, estimate the beginning and ending dates {or the period of incapacity:

6. Will the employee need o altend Tollow-up trealment appointments or work part-time or on a reduced
schedule because of the emplovee’s medical condition? No Yes.

If so, are the treatments or the reduced number of hours of work medically necessary?
No Yes.

Estimate trealment schedule, if any, including the dates of any scheduled appomtments and the lime
required for each appointment, including any recovery period:

Estimate the part-time or reduced work schedule the employee needs, if any:
hour(s) per dav; days per week from through

7. Will the condition cause episodic flare-ups periodically preventing the employee from performing his‘her job
functions? No Yes.

Is it medically necessary for the employee to be absent from work during the flare-ups?
No ____Yes. If so, explain:

Based upon the patient’s medical history and your knowledge of the medical condition, estimate the
frequency of flare-ups and the duration of related incapacity that the patient may have over the next 6
months (e.c., | episode every 3 months lasting 1 -2 davs):

Frequency : times per weel(s) month(s )
Duration: hours or dav(s}) per episode

ADDITIONAL INFORMATION: IDENTIFY QUESTION. NUMBER WITH YOUR ADDITIONAL
ANSWER.

Page 3 CONTINUED ON NEXT PAGE Revised January 2010
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JEFFERSON COUNTY COMMISSION
AUTHORIZATION TO HEALTH CARE PROVIDER TO RELEASE MEDICAL
DOCUMENTATION IN SUPPORT OF EMPLOYEE'S REQUEST FORLEAVE OF ABSENCE

Section A (to be completed by Employee)
f Job Title

e AUVIF LLE

Reason for Leave

Name

Division

Department

| AUTHORIZE TO RELEASE THE NECESSARY

INFORMATION DETAILED ON THE ATTACHED FORM (JEFFERSON COUNTY COMMISSION FAMILY AND MEDICAL
LEAVE ACT MEDICAL CERTIFICATION FORM) TO THE HUMAN RESOURCES DEPARTMENT OF THE JEFFERSON
COUNTY COMMISSION IN SUPPORT OF MY REQUEST FOR A MEDICAL LEAVE OF ABSENCE.

5 E peney IR ]
/ [ g E / /
APLE Date

Section B (fo be completed by the Health Care Provider)
INSTRUCTION TO HEALTH CARE PROFESSIONAL: The above-named employee has requested a leave of absence from

his/her regular duties due to medical reasons. As this employee’s physician, dentist, or other health care provider, we ask that
you verify the necessity of this request. Please complete the attached certification (Jefferson County Commission Family and

Medical Leave Act Medical Certification). It is not necessary to provide diagnosis information.

Health Care Provider

Please Complete Attached Medical Certification

FMLO702-3A




JEFFERSON COUNTY COMMISSION
BENEFIT PAYMENT ELECTION WHILE ON APPROVED (UNPAID) LEAVE

Form to be completed by Emplovee and returned to Human Resources with the FMLA Beguest

Name Department
Current Address

Street Address City State Zip Code
Work Phone Home Phone Cell Phone

To continue vour current benefits. vou must pav vour portion of insurance premiums. You can find the
amount you owe for insurance coverage monthly on your last two pay stubs. Please indicate the amount you pay

per month for insurance below:

$ Health Insurance $ Voluntary Life
$ Dental Insurance $ Voluntary Accident
$ Vision Insurance $ Total Amount

Piease make your cashier's check or money order (not personal check) payable to Jefferson County
Treasurer and return it with your leave request, or mail the check to the Human Resources Department at:

Jefferson County Human Resources Department
Room A610 — Courthouse Annex

716 Richard Arrington, Jr. Bivd. N.

Birmingham, AL 35203

| have read this information and | understand that the Jefferson County Commission is not responsible for payment
of premium of medical / dental / vision insurance or other benefit premiums (i.e., voluntary group term life
insurance, voluntary accident insurance) during my approved leave of absence. However, Jefferson County will

continue to pay its portion of premiums. Thus, | agree to the following:

s That if | elect to continue coverage under these plans, | will be solely responsible for the payment of my

portion of the premiums for such plans.
» That if | fail to pay any required premium, my coverage under that plan will end effective the last day of the

month for which a premium has been paid.
o Thatif | do not elect to continue my benefits by paying premiums or by failing to pay premiums on time
during my approved leave of absence, my eligibility for benefits may be lost.

Employee Signature

Date

FMLO702-4




JEFFERSON COUNTY COMMISSION
FAMILY AND MEDICAL LEAVE - FAMILY MEMBER FORM

For the purpose of confirming family relationships under the Family and Medical Leave Act (FMLA), in accordance
with 29 CFR §825,113(d) you are requested to list the name. relationship to you, and address of cach of yourliving
parents. sons. daughters, and spouse. For the purposes of this form:

a. The term "parent” means. for FMLA purposes, a person who is or was the biological parent.
adoptive parent. stepparent. or foster parent of an employee. This termdoes not include parents "in
law."

b. The term "son or daughter” means. for EMLA purposes, any person who is under 18 years old or

any person 18 years old or older who is incapable of self-care because of a mental or physical
disability whose relationship to an employee is that of (i) a biological. adopted. or foster child. (ii)
a stepchild. (iii) a legal ward or (iv) a child of a person standing in the place of a parent.

c. The term "spouse” means the statutory or common taw husband or wife of an employee.

Please report any future changes regarding the information contained in this form to the Jefferson County
Commission Human Resources Department. If additional space is needed. please use theback of this form.

Relationship to Employee
(If child, please state date of birth)

Name of Familv Member (print) _Relationship__ Date of Birth Address of Famil v Member

I certify that the foregoing information is correct and that I have received Jefferson County Commission Administrative
Order (07-02.

Print Name Department

Date

FML0702-]




JEFFERSON COUNTY COMMISSION
FAMILY MEDICAL LEAVE RETURN TO WORK MEDICAL CERTIFICATION

Instructions for the County Employee
1. Complete the top portion of this form.
2. Give it to your health care provider (doctor) to complete the remainder of this form.

3. Submit the completed form to Human Resources.
YOU MAY NOT BE PERMITTED TO RETURN TO WORK UNTIL HUMAN

RESOURCES RECEIVES THIS FORM.

Job Title

Name e

Date You Plan to Return to Work

Date Your Leave Beg% H ¥

Today's Date:

Employee Signature

TO THE HEALTH CARE PROVIDER

This Medical Certification form is required for the above Jefferson County employee to return to work after a medical
leave of absence. Please complete this form and sign below.

Type of Practice

Address

R FESNP p=
s

Iéﬁ}g\ 1]

3 - 8 h.- » R o

U’“ﬁ

Telephone No.

Name (please print)

| certify that the above named Jefferson Cobl\ni\bCommrssmn employee is or will be able to resume perfoming the
functions of his/her position on Please check one of the boxes below:

(Date)

[] Return to Work — No restrictions.
Note: Light duty is only

available for employees
injured on the job

[J Return to Work ~ Restrictions (please describe restrictions below or attach description)

Date

Health_Care Provider’s Signature ﬁa /ﬁ E\\F ﬁ Erﬁ[ Ej
SAUVIF LE

Address

Telephone Number
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Jefferson County Commission

| Family Medical Leave Packet — Serious Injury or Illness of Covered Servicemember

Please find enclosed unpaid leave forms you must complete or have your health care provider (doctor,
dentist, etc.) complete and return to the Human Resources Department. Below ave itemized instructions
for each enclosed form. It is important that you follow the instructions and submit completed forms in a
timely manner. Incomplete forms will delay the processing of your request.

1.

3]

w

Employee Request for Family and Medical Leave — You must complete this form and submit
it to Human Resources.

Certification for Serious Injury or Illness of Covered Servicemember for Military Family
Leave (Family and Medical Leave Act) — You or the covered servicemember must complete
Section I of this form first. After addressing Section I, give the form to the servicemember’s
health care provider to complete the remainder of the certification (medical). You are
responsible for returning this document to the HR Department as quicklv as possible, but
not later than 15 calendar dayvs from the date of this letter. Failure to provide the
appropriate documentation within 15 calendar davs could result in a delay in the
commencement of the leave (if not alreadyv taken): or a withdrawal of anv preliminary
designation of FMILA Leave. in which case vour leave mav be unauthorized. subjecting vou
to discipline up to and including discharge for an unapproved absence. Documents may be

submitted by FAX to (205) 325-8793.
Authorization to Health Care Provider to Release Medical Documentation — You must

complete Section A of this form and give it to the servicemember’s health care provider at the
same time you give him/her the Certification for Serious Injury or Illness of Covered

Servicemember form.

Benefit Payment Election While on Approved Unpaid Leave —~ You must complete this form
and return it to HR when you submit the Employee Request for Family and Medical Leave form.
Should you have questions regarding payment of benefits, please contact Nakia Buckner at 325-
5249.

Family and Medical Leave Family Member Form — For the purpose of confirming family
relationships under the Family and Medical Leave Act (FMLA), in accordance with 29 CFR
§825.113(d) you are requested to list the name, relationship to you, and address of each of your
living parents, sons, daughters. and spouse.

Should you have questions, please contact Bettie Banks-Coleman at 325-5249.

Regards,

SAMBPLE
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EMPLOYEE RIGHTS AND RESPONSIBILITIES
UNDER THE FAMILY AND MEDICAL LEAVE ACT

Basic Leave Entitlement

FMLA requires covered employcrs to provide up to 12 weeks of unpaid, job-

protected leave to eligible empleyees for the following reasons:

¢ Forincapacity due to pregnancy, prenatal medical care or child birth;

s Tocare for the employee’s child after birth, or placement for adoption
or foster care;

o Tocare for the cmployee’s spouse, son or daughter, or parent, who has
a serious health condition; or

*  For a serions heaith condition that makes the employce unable to
perform the employee’s job.

Military Family Leave Entitlements

Eligible employees with a spouse, son, danghter, or parent on active duty or
call to active duty status in the National Guard or Reserves in support of a
conlingency operation may use their 12-week leave entitlement to address
certain qualifying exigencies. Qualifying exigencies may include attending
certain military events, arranging for alternative childcare, addressing certain
financial and legal arrangements, attending certain connseling sessions. and
attending post-deployment reintegratian briefings.

FMLA also includes a special leave entitlement that permits eligible
employees o take up to 26 weeks of leave to care for a covered
servicemember during a single 12-month period. A covered servicemember
is a current member of the Armed Forces. inchiding a member of the
National Guard or Reserves. who has a sen ous injury or illness incurred in
the line of duty on active duty that may render the servicemember medically
unfit to perform his or her duties for which the servicemember is undergoing
medical treatment. recuperation, or therapy: or is in outpatient status: or is on
the temporary disability retired list.

Benefits and Protections

During FMLA leave, the employer must maintain the employee’s health
coverage under any “group health plan” on the same terms as if the employee
had continued to work. Upon return from FMLA leave, most employees
must be restored 1o their original or equivalent positions with equivalent pay,
benefits. and other employment terms.

Use of FMLA leave cannot result in the loss of any employment benefit that
accrued prior to the start of an employee’s leave.

Eligibility Requirements

Employees are eligible if they have worked for a covered employer for at
least one vear, for 1.250 hours over the previous 12 months, and if at least 50
employees are employved by the employer within 75 miles.

Definition of Serious Health Condition

A serious health condition is an illness, injury. impairment. or physical or
mental condition that involves either an ovemight stay in a medical care
facility, or continuing treatment by a health care provider for a condition that
either prevents the employee from performing the functions of the
employee’s job, or prevents the qualified family member from participating
in school or other daily activities.

Subject to certain conditions, the continuing treatment requirement may be
met by a period of incapacity of more than 3 consecutive calendar days
combined with at least two visits to a health care provider or one visit and a
regimen of continuing treatment, or incapacity due to pregnancy, or
incapacity due to a chronic condition. Other conditions may meet the
definition of continuing treatment.

For additional information:
1-866-4US-WAGE (1-866-487-9243) TTY: 1-877-889-5627

WWW.WAGEHOUR.DOL.GOV

U.S. Department of Labor | Employment Standards Administration | Wage and Houw Division

Use of Leave

An employee dogs not need touse this leave eititlenient in one block. Teave
can be taken intemittently or on a rediiced leave schedule when medically
necessary. Employees mnst imake reasonable effoits to schiedule leave for
planned medical treatment so as not to unduly disrapt the employer's
operations. Leave due to qualifying exigencies may also be taken on an
intermittent basis.

Substitution of Paid Leave for Unpaid Leave

Employees may choose or employers niay require use of accmed paid leave
while taking FMLA leave. In arder to use paid leave for FMLA leave,
employees must comply with the employer’s normal paid leave policies.

Employee Responsibilities

Employees must provide 30 days advance noticz of the need to take FMLA
leave when the need is foreseeable. When 30 days notice is not possible, the
employee must provide notice as soon as practicable and generally mast
comply with an employer’s nomal call-in procedures.

Employees must provide snfficient information for the employer to

determine if the leave may qualify for FMLA protection and the anticipated
timing and duration of the leave. Sufficient information may include that the
employee is unable to perform job functions, the family member is unable o
perform daily activities. the need for hospitalization or continuing treatment
by a health care provider. or circumstances supporting the need for military
family leave. Employees also nmst inform the employer if the requested
leave is for a reason for which FMLA lcave was previously taken or certified.
Employees also may be required to provide a centification and periodic
recertification supporting the need for leave.

Employer Responsibilities

Covered employers rust inform employees requesting leave whether they
are eligible under FMLA. If they are. the notice must specify any additional
information required as well asthe employees™ rights and responsibilities. If
they are not eligible. the employer must provide a reason for the ineligibility.

Covered employers must inform employees if leave will be designated as

FMLA-protected and the amount of leave counted against the employee’s
leave entitlement. If the emplayer determines that the leave is not FMLA-
protected, the employer must notify the employec.

Unlawful Acts by Employers

FMLA makes it unlawful for ary employer to:

e Interfere with. restrain, ordeny the exercise of any right provided under
FMLA:

e  Discharge or discriminateagainst any person for opposing any practice
made unlawful by FMLA or for involvement in any proceeding under
or relating to FMLA.

Enforcement
An emplovee may file a complint with the U.S. Department of Labor or

may bring a private lawsuit against an employer.
FMLA does not affect any Federal or State law prohibiting discrimination, or

supersede any State or local law or collective bargaining agreement which
provides greater family or medical leave rights.

FMLA section 109 (29 US.C. § 2619) requires FMLA covered
employers to post the text of this notice. Regulations 29
C.F.R. § 825.300(a) may require additional disclosures.

U8, Ware and Hour Division
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JEFFERSON COUNTY COMMISSION
EMPLOYEE REQUEST FOR FAMILY AND MEDICAL LEAVE
(May be paid or unpaid)

Part A. Employee Information

Employee's Name:

Department:

| __(First) M)
Current Address:
Work Phone: Honie Phone: Cell Phone:
Job Title: Hire Date:
Employee Appointment Status:
Part B. Leave Dates (Continuous or Intermittent)
Estimated Leawe Start Date: Estimated Date of Retum:

Leave is requested on an intermittent or reduced leave schedule. Indicate the days of the week and/or hours during the day you will

be &bsent:

Part C. Reason for Leave

Leave is for mv own seriois health condition.

Leave is for the birth of a child or placement of a child for adoption or foster care. Indicate the expected date of birth or placement.

Spouse is employed by the Jefferson County Commission: [Jyes[JNO

(Date)

Leave is to care for a family member with a serious health condition. Specify the name and relationship of the family member:

(Name) (Relationship to You)

Leave is for a gaalifying exigency arising out of the fact that your Dspouse/l__:] child/Dparent is on active duty status in support of
a contingency aiperation as a mermber of the National Guard or Reserves.

(Name) (Relationship to You)

Leave is to care for a D s‘;pouse/D child/l:] parent/D next of kin who is a covered military service member with a serious injury

or iliness.

(Name) (Relationship to You)

0

Required medical certification form is attached.

Documentation to establish required relationship between my family member and me (if applicable) is attached.

(Date)

(If enployee is not available 1o siizn request, note verbal corversation above. Include date of the conversation and the signature of the person who compizled the form.)

Revised 1/2010
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Certification for Serious Injury or Jefferson County Commission
Human Resources Department

liiness of Covered Servicemember - - Compliance Division
for Military Family Leave (Family and '
Medical Leave Act) _ g

Notice to the EMPLOYER INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act
(FMLA) provides that an employer may require an employee seeking FMLA leave due to a serious injury or illness
of a covered servicemember to submit a certification providing sufficient facts to support the request for leave.

Y our response is voluntary. While you are not required to use this form, you may not ask the employee to provide
more information than allowed under the FMLA regulations, 29 C.F.R. § 825.310. Employers must generally
maintain records and documents relating to medical certifications, recertifications, or medical histories of
employees or employees” family members, created for FMLA purposes as confidential medical records in separate
files/records from the usual personnel files and in accordance with 29 C.F.R. § 1630.14(c)(1), if the Americans with

Disabilities Act applies.

SECTION I: For Completion by the EMPLOYEE and/or the COVERED SERVICEMEMBER for whom
the Employee Is Requesting Leave INSTRUCTIONS to the EMPLOYEE or COVERED
SERVICEMEMBER: Please complete Section I before having Section 11 completed. The FMLA permits an
employer to require that an employee submit a timely, complete, and sufficient certification to support a request for
FMLA leave due to a serious injury or illness of a covered servicemember. If requested by the employer, your
response is required to obtain or retain the benefit of FMLA-protected leave. 29 U.S.C. §§ 2613, 2614(c)(3).
Failure to do so may result in a denial of an employee’s FMLA request. 29 C.F.R. § 825.310(f). The employer
must give an employee at least 15 calendar days to return this form to the employer.

SECTION II: For Completion by a UNITED STATES DEPARTMENT OF DEFENSE (“DOD”) HEALTH
CARE PROVIDER or a HEALTH CARE PROVIDER who is either: (1) 2 United States Department of
Veterans Affairs (“VA”) health care provider; (2) a DOD TRICARE network authorized private health care
provider; or (3) 2a DOD non-network TRICARE authorized private health care provider INSTRUCTIONS
to the HEALTH CARE PROVIDER: The employee listed on Page 2 has requested leave under the FMLA to
care for a family member who is a member of the Regular Armed Forces, the National Guard, or the Reserves who
is undergoing medical treatment, recuperation, or therapy is otherwise in outpatient status, or is otherwise on the
temporary disability retired list for a serious injury or illness. For purposes of FMLA leave, a serious injury or
illness is one that was incurred in the line of duty on active duty that may render the servicemember medically unfit

to perform the duties of his or her office. grade, rank, or rating.

A complete and sufficient certification to support a request for FMLA leave due to a covered servicemember’s
serious injury or iliness includes written documentation confirming that the covered servicemember’s injury or
illness was incurred in the line of duty on active duty and that the covered servicemember is undergoing treatment
for such injury or iliness by a health care provider listed above. Answer, fully and completely, all applicable parts.
Several questions seek a response as to the frequency or duration of a condition, treatment, etc. Your answer
should be your best estimate based upon your medical knowledge, experience, and examination of the patient. Be
as specific as you can; terms such as “lifetime,” “unknown,” or “indeterminate” may not be sufficient to determine
FMLA coverage. Limit your responses to the condition for which the employee is seeking leave.

PPage 1 CONTINUED ON NEXT PAGE Revised January 2010



Certification for Serious Injury or lllness  Jefferson County Commission
. . Human Resources Department

of Covered Servicemember - - for Compliance Division

Military Family Leave (Family and

Medical Leave Act)

SECTIONI: For Completion by the EMPLOYEE and/or the COVERED SERVICEMEMBER for whom

the Employee Is Requesting Leave: (This section must be completed first before any of the below sections can be

completed by a health care provider.)

Part A: EMPLOYEE INFORMATION
Name and Address of Employer (this is the employer of the employee requesting leave to care for covered
servicemember):

- 1=

Name of Employee Requesting Leave to Care for Covered Servicemember:

First Middle Last

Name of Covered Servicemember (for whom employee is requesting leave to care):

First Middle Last

Relationship of Employee to Covered Servicemember Requesting Leave to Care:
I Spouse [~ Parent [ Son .. Daughter [~ NextofKin

Part B: COVERED SERVICEMEMBER INFORMATION

(1) Isthe Covered Servicemember a Current Member of the Regular Armed Forces, the National Guard or

Reserves? | Yes i No

If yes. please provide the covered servicemember’s military branch. rank and unit currently assigned to:

Is the covered servicemember assigned to a military medical treatment facility as an outpatient or to a unit
established for the purpose of providing command and control of members of the Armed Forces receiving
medical care as outpatients (such as a medical hold or warrior transition unit)? [ Yes] No if ves. please

provide the name of the medical treatment facility or unit:

(2) s the Covered Servicemember on the Temporary Disability Retired List (TDRL)? [ vesl No

Part C: CARE TO BE PROVIDED TO THE COVERED SERVICEMEMBER

Describe the Care to Be Provided to the Covered Servicemember and an Estimate of the Leave Needed to Provide

the Care:

Page 2 CONTINUED ON NEXT PAGE Revised January 2010



SECTION 1. For Completion by a United States Departiment of Defense (“DOD”) Health Care Provider or
a Health Care Provider who is either: (1) a United States Department of Veterans AfTairs (“VA”) health
care provider; (2) a DOD TRICARE network authorized private health care provider; or (3) aDOD non-
network TRICARE authorized private health care provider. If you are unable to make certaiu of the
militury-related determinations contained below in Part B, you are permitted to rely upon determinations
from an authorized DOD representative (such as a DOD recovery care coordinator). (Please ensure that
Section I above has been completed before completing this section.) Please be sure to sign the form on the last

page.

Part A: HEALTH CARE PROVIDER INFORMATION
Health Care Provider’s Name and Business Address:

Type of Practice/Medical Special

Please state whether you are either: (1)a DOD health care provider: (2)a VA health care provider; (3) a DOD
TRICARE network authorized private health care provider: or (4) a DOD non-network TRICARE authorized

private health care provider:

Telephone: () _ Faxt () Email:

PART B: MEDICAL STATUS

(1) Covered Servicemember’s medical condition is classified as (Check One of the Appropriate Boxes):

I (VSI) Very Seriously Ill/Injured — Iliness/Injury is of such a severity that life is imminently
endangered. Family members are requested at bedside immediately. (Please note this is an internal DOD
casuaity assisiance designation used by DOD healthcare providers.)

™ (ST) Seriously Il/Injured — Iliness/injury is of such severity that there is cause for immediate concern.
but there is no imminent danger to life. Family members are requested at bedside. (Please note this is an
internal DOD casualty assistance designation used by DOD healthcare providers.)

I~ GTHER ili/Injured — a serious injury or illness that may render the servicemember medically unfit to
perform the duties of the member’s office, grade, rank, or rating.

 NONE OF THE ABOVE (Note to Employee: If this box is checked, you may still be eligible to take
leave to care for a covered family member with a “serious health condition” under § 825.113 of the FMLA.
If such leave is requested, you may be required to complete DOL FORM WH-380 or an employer-provided

form seeking the same information.)

2) Was the condition for which the Covéred Service member is being treated incurred in line of duty on active
. —— o
duty in the armed forces? |~ Yes i No

(3) Approximate date condition commenced:

(4) Probable duration of condition and/or need for care:

(5) Is the covered servicemember undergoing medical treatment, recuperation, or therapy? | Yes_ | No. If
yes, please describe medical treatment, recuperation or therapy:

CONTINUED ON NEXT PAGE Revised January 2010



SAMPLE

PART C: COVERED SERVICEMEMBER'S NEED FOR CARE BY FAMILY MEMIBER

(1) Will the covered servicemember need care for a single continuous period of time, ircluding any time for

treatment and recovery? [ Yes [ No
If yes, estimate the beginning and ending dates for this period of time:

(2) Will the covered servicemember require periodic follow-up treatment appointments!
1 Yes [ NoiIf yes, estimate the treatment schedule:

(3) Is there a medical necessity for the covered servicemember to have periodic care forthese follow-up treatment

appointments? | Yes [ No

follow-up treatment appointments (e.g.. episodic flare-ups of medical condition)? __~ Yes [ No Ifyes,
please estimate the frequency and duration of the periodic care:

(4) Is there a medical necessity for the covered servicemember to have periodic care Torother than scheduled

Date:

Signature of Health Care Provi%

Page 4 Revised January 2010
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JEFFERSON COUNTY COMMISSION
BENEFIT PAYMENT ELECTION WHILE ON APPROVED (UNPAID) LEAVE

Form to be completed by Emplovee and returned to Human Resources with the FML A Reguest

Name . —— Department
:35’13/33
o}
Current Addre :
Street Address City State Zip Code
Work Phone Home Phone Cell Phone

To continue vour current benefits. vou must pay vour portion of insurance premiums. You can find the
amount you owe for insurance coverage monthly on your last two pay stubs. Please indicate the amount you pay

per month for insurance below:

$ Health Insurance $ Voluntary Life
$ Dental Insurance $ Voluntary Accident
$ Vision Insurance $ Total Amount

Please make your cashiet’s check or money order (not personal check) payable to Jefferson County
Treasurer and return it with your leave request, or mail the check to the Human Resources Department at:

Jefferson County Human Resources Department
Room A810 — Courthouse Annex

716 Richard Arrington, Jr. Blvd. N.

Birmingham, AL 35203

| have read this information and | understand that the Jefferson County Commission is ot responsible for payment
of premium of medical / dental / vision insurance or other benefit premiums (i.e., voluntary group term life
insurance, voluntary accident insurance) during my approved leave of absence. However, Jefferson County will
continue to pay its portion of premiums. Thus, | agree to the following:

e Thatif I elect to continue coverage under these plans, | will be solely responsible for the payment of my

portion of the premiums for such plans.
+ Thatif I fail to pay any required premium, my coverage under that plan will end effective the last day of the

month for which a premium has been paid.
¢ Thatif | do not elect to continue my benefits by paying premiums or by failing to pay premiums on time
during my approved leave of absence, my eligibility for benefits may be lost.

Employee Signature

Date

FMLO702-4




A = : -

JEFFERSON COUNTY COMMISSION
FAMILY AND MEDICAL LEAVE - FAMILY MEMBER FORM

For the purpose of confirming family relationships under the Family and Medical Leave Act (FMLA). in accordance
with 29 CFR §825.113(d) you are requested to list the name, relationship to you, and address of each of your living
parents, sons, daughters. and spouse. For the purposes of this forn:

a. The term "parent” means, for FMLA purposes. a person who is or was the biological parent.
adoptive parent. stepparent. or foster parent of an employee. This term does not include parents "in
law."

b. The term "son or daughter” means. for FMLA purposes. any person who is under 18 years old or

any person 18 years old or older who is incapable of self-care because of a mental or physical
disability whose relationship to an employee is that of (i) a biclogical, adopted, or foster child. (ii)
a stepchild. (iii) a legal ward or (iv) a child of a person standing in the place of a parent.

c. The term "spouse” means the statutory or common law husband or wife of an employee.

Please report any future changes regarding the information contained in this form to the Jefferson County:
Commission Human Resources Department. If additional space is needed, please use the back of this form.

Relationship to Employee
{If child, please state date of birth)
Name of Family Member (print) Relationship __Date of Birth Address of F amilv Member

I certify that the foregoing information is correct and that I heve received Jefferson County Conmission Administraiive
Order 07-02. '

Signature

Department

~ Date

FML0702-1
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Jefferson County Commission
Family Medical Leave Packet — Qualifying Exigency for Military Family Leave

Please find enclosed unpaid leave forms you must complete or have your health care provider (doctor,
dentist, etc.) complete and return to the Human Resources Departiment. Below are itemized instructions
for each enclosed form. It is important that you follow the instructions and submit completed forms in a
timely manner. Incomplete forms will delay the processing of your request.

1. Employee Request for Family and Medical Leave — You must complete this form and submit
it to Human Resources.

Certification of Qualifying Exigency for Military Family Leave (Family and Medical Leave
Act) — You must complete Section II of this form. A complete and sufficient certification to
support a request for FMLA leave due to a qualifying exigency includes written documentation
confirming a covered military member’s active duty or call to active duty status in support of a
contingency operation. This documentation may include a copy of the covered military
member’s active duty orders or other docuimentation from the military certifying that the covered
military member is on active duty (or has been notified of an impending call to active duty) in
support of a contingency operation. You are responsible for returning this document to the
HR Department as quicklv as possible, but not later than 15 calendar days from the date of
this letter. Failure to provide the appropriate documentation within 15 calendar davs
could result in_a delav in _the commencement of the leave (if not already taken): or_a
withdrawal of anv preliminary designation of FMLA Leave. in which case vour leave mav
be unauthorized. subjecting vou to discipline up to and including discharge for an
unapproved absence. Documents may be submitted by FAX to (205) 325-8793.

2

3. Benefit Payment Election While on Approved Unpaid Leave — You must complete this form
and return it to HR when you submit the Employee Request for Family and Medical Leave form.
Should you have questions regarding payment of benefits, please contact Nakia Buckner at 325-

5249.

4. Family and Medical Leave Family Member Form — For the purpose of confirming family
relationships under the Family and Medical Leave Act (FMLA), in accordance with 29 CFR
§825.113(d) you are requested to list the name, relationship to you, and address of each of your
living parents, sons, daughters, and spouse.

Should you have questions, please contact Bettie Banks-Coleman at 325-5249.

Regards,




SAMPLE

EMPLOYEE RIGHTS AND RESPONSIBILITIES

UNDER THE FAMILY AND MEDICAL LEAVE ACT

Basic Leave Entitlement

FMLA requires covered employers to provide up to 12 weeks of unpaid, job-

protected leave to cligible employees for the following reasons:

s Forincapacity due to pregnancy, prenatal medical care or child birth;

¢ Tocarc for the employee’s child after birth, or placement for adoption
or foster carc;

¢ Tocare for the employee’s spouse, son or danghter, or parent, who has
a serious health condition; or

e For aserious health condition that makes the employec unable to
perfonn the employee’s job.

Military Family Leave Entitlements

Eligible employees with a spouse, son. daughter, or parent on active duty or
call to aciive duty status in the National Guard or Reserves in support of a
contingency operation may use their 12-week leave emitlement to address
centain qualifying exigencies. Qualifying exigencies may include attending
certain military events. arranging for alternative childcare, addressing certain
financial and legal arrangements, attending certain counseling sessions, and
attending post-deployment reintegration briefings.

FML.A also includes a special leave entitlement that penmits eligible
employees 10 take up to 26 weeks of leave to care for a covered
servicemember during a single 12-month period. A covered servicemember
is a current member of the Amued Forces. including a member of the
National Guard or Reserves, who has a serious injury or illness incurred in
the line of duty on active duty that may render the servicemember medically
unfit to perfornt his or her duties for which the servicemember is undergoing
medical treatment, recuperation. or therapy: or is in outpatient status: or is on
the temporary disability retired list.

Benefits and Protections

During FMLA leave, the employer must maintain the employee’s health
coverage under any “group health plan” on the same terms as if the employee
had continued to work. Upon return from FMLA leave, most employees
must be restored to their original or equivalent positions with equivalent pay,
benefits, and other employment ternts.

Use of FMLA leave cannot result in the loss of any employment benefit that
accrued prior to the start of an employee’s leave.

Eligibility Requirements

Employees are eligible if they have worked for a covered employer for at
least one year, for 1.250 hours over the previous 12 months, and if at least 50
employees are employed by the employer within 75 miles.

Definition of Serious Health Condition

A serious health condition is an illness. injury, impairment, or physical or
mental condition that involves either an overnight stay in a medical care
facility, or continuing treatment by a health care provider for a condition that
either prevents the employee from performing the functions of the
employee’s job, or prevents the gualified family member from participating
in school or other daily activities.

Subject to certain conditions, the continuing treatment requirement may be
met by a period of incapacity of more than 3 consecutive calendar days
combined with at’least two visits to a health care provider or one visit and a
regimen of continuing treatment, or incapacity due to pregnancy. or
incapacity due to a chronic condition. Other conditions may meet the
definition of continuing treatment.

For additional information:
1-866-4US-WAGE (1-8§66-487-9243) TTY: {-877-889-3627

WWW.WAGEHOUR.DOL.GOV R

Use of Leave

An employee does not need to use this leave entitlement in one block. Leave
can be taken intermittently or on areduced leave schedule when medically
necessary. Employces must malke reasonable cfforts to schedule leave for
planned medical treatment 5o as not to unduly disrupt the employer’s
operations. Leave due to qualifying exigencies may also be taken on an
intermittent basis.

Substitution of Paid Leave for Unpaid Leave

Employees may choosc or employers may require use of accrucd paid leave
while taking FMLA leave. Inorder to use paid leave for FMLA leave,
employees must comply with theemployer's normal paid leave policies.

Employvee Responsibilities

Employees must provide 30 daysadvance notice of the need to take FMLA
leave when the need is foreseciable. When 30 days notice is not possible. the
employee must provide notice as soon as practicable and generally must
comply with an employer’s nornl call-in procedures.

Employees must provide sufficient information for the employer to

determine if the leave may qualify for FMLA protection and the anticipated
timing and duration of the leave. Sufficient information may include that the
employee is unable to perform job functions, the family member is unable 1o
perfonm daily activities, the need for hospitalization or continuing treatiment
by a health care provider, or circumstances supporting the need for military
family leave. Employees also must inform the employer if the requesied
leave is for a reason for whicli FMLA leave was previously taken or certified.
Employees also may be required to provide a certification and periodic
recentification supporting the need for leave.

Employer Responsibilities

Covered employers must inform employees requesting leave whether they
are eligible under FMLA. If they are. the notice must specify any additional
information required as well as the employees’ rights and responsibilities, 1f
they are not eligible, the employermust provide a reason for the ineligibility.

Covered employers must inform employees if leave will be designated as

FMLA-protected and the amount of Jeave counted against the employee’s
leave entitlement. 1f the employer determines that the leave 1s not FMLA-
protecied, the employer must notify the emplovee.

Unlawful Acts by Employers

FMLA makes it unlawful for any employer to:

. Interfere with, restrain, or deny the exercise of any right provided under
FMLA:

*  Discharge or discriminate against any person for opposing any practice
made unlawful by FMLA or for involvement in any proceeding under
or relating to FMLA.

Enforcement
An employee may file acomplaint with the U.S. Department of Labor or
may bring a private lawsnit againstan employer.

FMLA does not affect any Federal or State law prohibiting discrimination, or
supersede any State or local law orcollective bargaining agreement which
provides greater family or medical leave rights.

FMLA section 109 (29 U.S.C. § 2619) requires FMLA covered
employers to post the text of this notice. Regulations 29
C.F.R. § 825.300(a) may require additional disclosures.

U5, Wage and Howr Dinvision
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M P JEFFERSON COUNTY COMMISSION

EMPLOYEE REQUEST FOR FAMILY AND MEDICAL LEAVE
(May be paid or unpaid)

Part A. Employee Information

Limployee's Nanic:

Current-Address:
Work Phone:
lob Title:

Employee Appointment Status:

Hire Date:

Part B. Leave Dates (Continuous or Intermittent)

Estimated Date of Retumn:

Estimated Leave Start Date:
Leave is requested on an intermittent or reduced leave schedule. Indicate the days of the week and/or hours during the day you will

be absent:

Part C. Reason for Leave

Leave is for my own serious health condition.

Leave is for the birth of a child or placement of a child for adoption or foster care. Indicate the expected date of birth or placement.

Spouse is employed by the Jefferson County Commission: [Jyes[JNO

(Date)

Leave is to care for a family member with a serious health condition. Specify the name and relationship of the family member:

(Name) (Relationship to You)

Leave is for a qualifying exigency arising out of the fact that your [Jspousers[_] child/[_lparent is on active duty status in support of
a contingency operation as a member of the National Guard or Reserves.

(Name) (Relationship to You)

Leave is to care for a [_] spouse/D child/[] parent/D next of kin who is a covered military service meruber with a serious injury

or illness.

(Name) (Relationship to You)

Required medical certification form is attached.

Documentation to establish required relationship between my family member and me (if applicable) is attached.

( Sign;ture of Employee o Designee) (Date)

(If employee is not available to sy request. note verbal conversation above. Include date of the conversation and the signature of the person who completed the form.)

Revised 1/2010



SAMPLE

Certification of Qualifying Exigency Jefferson County Commission
. . Human Resources Department
For Military Family Leave Compliance Division

(Family and Medical Leave Act)

SECTION I: For Completion by the EMPLOYER
INSTRUCTIONS to the EMPLOYER: The Family and Medical Leave Act (FMLA)provides that an employer

may require an employee seeking FMLA leave due to a qualifving exigency to submit a certification. Please
complete Section I before giving this form to your employee. Your response is voluntary, and while you are not
required to use this form, you may not ask the employee to provide more information than allowed under the

FMLA regulations, 29 C.F.R. § 823.309.

Employer name:

Contact Information:

SECTION II: For Completion by the EMPLOYEE

INSTRUCTIONS to the EMPLOYEE: Please complete Section I fully and completely. The FMLA permits an
employer to require that vou submit a timely, complete, and sufficient certification to support a request for FMLA
leave due to a qualifying exigency. Several questions in this section seek a response as 10 the frequency or duration
of the qualifving exigency. Be as specific as vou can; terms such as "unknown,” or “indsterminate™ may not be
sufficient to determine FMLA coverage. Your response is required to obtain a benefit. 29 C.FR. § 823.310.
While you are not required to provide this information, failure to do so may result in a denial of your request for
FMLA leave. Your employer must give vou at least 13 calendar days to return this form to your emplayer.

Your Name:

First

First Middle Last

Relationship of covered military member to you:

Period of covered military member’s active duty:

A complete and sufficient certification to support a request for FML A leave due to a qualifying exigency includes
written documentation confirming a covered military member’s active duty or call to active duty status in support

of a contingency operation. Please check one of the following:

A copy of the covered military member’s active duty orders is attached.
Other documentation from the military certifying that the covered military member 1s
on active duty (or has been notified of an impending call to active duty) in support of a

contingency operation 1s attached.
I have previously provided my emplover with sufficient written documentation confirming the covered

military member’s active duty or call to active duty status in support of a contmgency operation.

N

|7

Page 1 CONTINUED ONNEXT PAGE Revised January 2010



SAMPLE

PART A: QUALIFYING REASON FOR LEAVE
1. Describe the reason you are requesting FMLA leave due to a qualifying exigency (including the specific
reason you are requesting leave):

v

A complete and sufficient certification to support a request for FMLA leave due o a qualifying exigency
includes any available written documentation which supports the need for leave; such documentation may
include a copy of ¢ meeting announcement for informational briefings sponsored by the military. a
document confirming an appointment with a counselor or school official, or a copy of a bill for services for
the handling of legal or financial affairs. Awvailable written documentation supporting this request for leave
is attached. 77 Yes [ No [~ None Available

PART B: AMOUNT OF LEAVE NEEDED

1. Approximate date exigency commenced:

Probable duration of exigency:

Will vou need to be absent from work for a single continuous period of ime due to the qualifying

o)
exigency? I~ No T~ Yes,
If so, estimate the beginning and ending dates for the period of absence:
3. Will you need to be absent from work periodically to address this qualifying exigency? [ No [ Yes.

Estimate schedule of leave, including the dates of any scheduled meetings or
appointments:

Estimate the frequency and duration of each appoiniment, meeting, or leave event including any travel
time (i.e.. | deployment-related meeting every month lasting 4 hours):

Frequency: times per week(s) month(s)
Duration: hours day(s) per event.
CONTINUED OK NEXT PAGE Revised Tanuary 2010



PARTC:

I ieave is requested 10 meet with a third party {such as to arrange for childzare, o attend counseling, to attend
meetings with school or childeare providers, to make financial or legal arrangements, to act as the covered nulitary
member’s representative before a federal, state, or local agency for purposes of obtaining, arranging or appealing
military service benefits, or to attend any event sponsored by the military or military service organizations), a
complete and suilicient certification includes the name, address, and appropriate contact information of the
individual or entity with whom you are meeting (i.¢.. either the telephone or fax number or email address of the
individual or entity). This information may be used by your employer to verify that the information contained on
this form is accurate.

Name of Individual: Title:
Organization:

Address:

Telephone: ( b Fax: { 1
Ematil:

Describe nature of meeting:

PARTD:
I certify that the information ] provided abgve is true and correct.
§ A R e RE B
Signature of Employee e Date

Revized January 2010



JEFFERSON COUNTY COMMISSION
BENEFIT PAYMENT ELECTION WHILE ON APPROVED (UNPAID) LEAVE

Form to be completed bv Emplovee and returned to Human Resources with the FMLA Reguest

e e e

Name -Department
Current Addtazl £ © | | R =y =

City State Zip Code
Work Phone Home Phone Celi Phone

To continue vour current benefits, vou must pav vour portion of insurance premiums. You can find the
amount you owe for insurance coverage monthly on your iast two pay stubs. Please indicate the amount you pay

per month for insurance below:

$ ] ____ Health insurance $ Voluntary Life
~_ Dental insurance $ Voluntary Accident
$ Vision insurance $ Total Amount

Please make your cashier's check or money order {(not personal check) payabie to Jefferson County
Treasurer and return it with your leave request, or mail the check to the Human Resources Department at:

Jefferson County Human Resources Department
Room A610 — Courthouse Annex

716 Richard Arringion, Jr. Bivd. N.

Rirmingham, AL 35203

i have rsad this information and | understand that the Jefferson County Commission is not responsibie for payment
of premium of medical / dental / vision insurance or other benefit premiums (i.e., voluntary group term life
insurance, voluntary accident insurance) during my approved leave of absence. However, Jefferson County will
continue to pay its portion of premiums. Thus, | agree to the following:

e Thatif | elect to continue coverage under these plans, | will be solely responsibie for the payment of my
portion of the premiums for such plans.

» Thatif ! fail to pay any required premium, my coverage under that plan wiil end effective the last day of the
month for which a premium has been paid.

e Thatif | do not elect to continue my benefits by paying premiums or by failing to pay premiums on time
during my approved leave of absence, my eligibiiity for benefits may be iost.

Employee Signature

Date

FMLO702-4




JEFFERSON COUNTY COMMISSION
FAMILY AND MEDICAL LEAVE - FAMILY MEMBER FORM

For the purpose of confirming family relationships under the Family and Medical Leave Act (FMLA), in accordance
with 29 CFR §825,113(d) you are requested to list the name, relationship to you. and address of eacn of your living
parents, sons, daughters. and spouse. For the purposes of this form:

a. The term "parent” means. for FMLA purposes, a person who is or was the biological parent.
adoptive parent. stepparent. or foster parent of an employee. This termdves not include parents "in
law."”

b. The term "son or daughter” means, for FMLA purposes. any person who is under 18 years old or

any person 18 years old or older who is incapable of self-care becanse of a mental or physical
disability whose relationship to an employee is that of (i) a biological. adopted. or foster child. (i1)
a stepchild. (iii) a legal ward or (iv) a child of a person standing in the place of a parent.

c. The term "spouse” means the statutory or common law husband or wife of an employee.

Please report any future changes regarding the information contained in this form to the Jefferson County
Commission Human Resources Department. If additional space is needed, please use the back of this form.

Relationship to Employee
{If child, please state date of birth)
Name of Familv Member (print) Relationship _ Date of Birth Address of Familv Member

o

I certify that the foregoing information is corvect and that I have received Jefferson County Commission Administrative
Order 07-02.

Department

Signature

Date

FML0702-!




JEFFERSON COUNTY COMMISSION
REQUEST FOR AUTHORIZED LEAVE (Excluding FMLA)

Name Hire Date
Date Department -
I request time off for: : Appointment Status
Administrative Leave Probationary (less than one year service)
__ Career Development™ __ Provisional
__ Extended Medical/Disability Leave * __ Permanent (one year or more service)
Military Leave Promotional Probationary {one year or more service)
___ Personal Leave * Other

__ Granted Leave Without Pay (Comment):

\ _{Please indigate the total number of hours being _reguested.)

* *Career Development, Extended Medical/Disabillty, and Personal Leaves must be accompanied by a memo from the employee’s
Department Head to the Director of Human Resounrces, Demetruis Taylor, detailing how the employee’s duties will be covered

during their absence.
UNPAID LEAVE to RETURN DATE
PAID LEAVE to RETURN DATE

Previously Approved: (current year)
# of PAID SICK HOURS TAKEN
#of PAID VACATION HOURS TAKEN
# of PAID VACATION/SICK HOURS APPROVED, BUT NOT YET TAKEN (e.g., Christmas holidays)

# of UNPAID HOURS TAKEN
Please do not make any plans untll management grants your request. Jefferson County reserves the right to deny requests based on
business needs.
Employee’s Signature Date

Departmental Use Only

\\AI’PROVAL/DENIAL - *Please include a memo from the Department Head to Demetruis Taylor, Human Resources Director,
detailing the rationale for the recommendation. If approval is recommended, the memo must state that there will be no use of
overtime or temporary agency personnel.

Department Head Recommendation (1 Approve [1 Deny Comments

Department Head Signature Date

Fax to Human Resources: (205) 325-8793




